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Complex personhood means that people suffer graciously and selfishly too, get stuck in 
the symptoms of their troubles, and also transform themselves.  Complex personhood 
means that even those called ‘Other’ are never never that.  Complex personhood means 
that the stories people tell about themselves, about their troubles, about their social 
worlds, and about their society’s problems are entangled and weave between what is 
immediately available as a story and what their imaginations are reaching toward….  
Complex personhood means that even those who haunt our dominant institutions and 
their systems of value are haunted too by the things they sometimes have names for and 
sometimes do not.  At the very least, complex personhood is about conferring the respect 
on others that comes from presuming that life and people’s lives are simultaneously 
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In 2017, approximately 8.5% of pregnant women nationwide used illicit 
substances during their pregnancies, up from 6.3% just one year prior (NSDUH, 2017).  
The trends associated with substance misuse and pregnancy are alarming given the risks 
to both the mother and her child (Behnke et al., 2013).  Pregnant women with substance 
use disorders (SUDs) are thus in critical need of support during the prenatal period 
(American Society of Addiction Medicine, 2011).  However, they also contend with 
stigma and the possibility of punitive responses (Terplan et al, 2015), which can result in 
avoidance of treatment.  Prenatal care and positive patient-provider relationships are 
essential to improved health outcomes (Lori et al, 2011).  Yet, little is known about the 
patient-provider relationship for pregnant women with SUDs and what facilitates trust 
and women’s willingness to engage in care.   
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Informed by recognition theory and intersectionality, this qualitative study aims to 
fill that gap, emphasizing the ways patients and providers develop and maintain their 
relationships, as well as their perceptions of each other.  Semi-structured interviews were 
conducted with N=19 postpartum women with SUDs and N=10 prenatal care providers 
(not matched pairs).  Using a two-layered thematic analytical approach – both data- and 
theory-driven – this research offers a comprehensive examination of prenatal care in the 
context of SUDs.  Women entered into prenatal care feeling ambivalent about their 
pregnancy, with co-existing emotions such as guilt and excitement.  They were also 
newly motivated to protect their child, and in need of clear medical information that was 
free of moral judgment.  Women and providers identified provider traits that facilitated 
trust and connection in the patient-provider relationship, such as being nonjudgmental 
and supportive.  Women also emphasized the value of being fully acknowledged as 
having worth and dignity.  Finally, providers discussed the challenges of working with 
pregnant patients with SUDs, including the limits of their compassion, as well as the 
limitations of the health care system.  Cumulatively, these findings highlight critical 
needs in prenatal care for women with SUDs, such as acknowledging women’s dignity, 
and supporting providers with comprehensive training and a health care system better 
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CHAPTER ONE: INTRODUCTION AND LITERATURE REVIEW 
 
 
In the United States, substance misuse-related overdose deaths increased by 137% 
and overdose deaths associated with opioids increased by 200% since 2000 (Rudd et al., 
2016).  In New England, specifically, the opioid epidemic is particularly dire.  In 2016, 
five New England states – New Hampshire, Massachusetts, Rhode Island, Maine, and 
Connecticut – were among the top ten states in the country with the highest rates of 
opioid-related overdose deaths (National Institute on Drug Abuse, 2018a).  Critical 
aspects of this epidemic include its impact on pregnant women, parents, and young 
children.  In Massachusetts, consistent with the high rates of deaths due to opioid 
overdose (National Institute on Drug Abuse, 2018a), similarly rising rates of pregnancy-
associated deaths were due to substance misuse (Massachusetts Department of Public 
Health, 2018).  Nearly half of the recent deaths of women in the perinatal and postpartum 
periods – up to one year after the end of pregnancy –  were related to substance misuse 
(Massachusetts Department of Public Health, 2018).  This dissertation research explores 
the effects of substance use disorders (SUDs) – with an emphasis on opioid use disorder 
(OUDs), but including polysubstance misuse1 – on pregnant women, specifically 
                                               
1 The group of postpartum women interviewed for this study primarily consisted of women who were 
receiving treatment for misuse of heroin and/or other opioids.  However, for many of the women, 
polysubstance misuse was a problem and for a few of the women, a different illicit substance was reported 
to be the primary substance of misuse.   
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examining prenatal care in the context of SUDs2.  It answers questions regarding how 
women with SUDs engage in prenatal care, as well as how providers approach caring for 
patients with SUDs through a comprehensive examination of the perspectives of 
postpartum women with SUDs and prenatal care providers. 
Approximately 8.5% of pregnant women nationwide in 2017 used illicit 
substances during their pregnancies, up from 6.3% just one year prior (Center for 
Behavioral Health Statistics and Quality, 2018).  A recent study analyzing Medicaid data 
and birth records in three states found women with OUDs tended to delay the start of 
their prenatal care and had lower overall rates of prenatal care compared with pregnant 
women with other SUDs (Clemans-Cope, Lynch, Howell, Hill, Holla, Morgan,... & 
Thompson, 2019).  According to data provided by the Adoption and Foster Care Analysis 
and Reporting System (AFCAR) reflecting nationwide foster care reporting, 36% of the 
removal of children from their caregivers in 2017 was due to substance misuse, a rate that 
has been increasing since 2009 (Administration on Children, Youth and Families, 
Children’s Bureau; Substance Abuse and Mental Health Services Administration 
[SAMHSA], 2017).  Also in 2017, the largest group of children to enter out-of-home care 
was infants (Administration on Children, Youth and Families, Children’s Bureau, 2018).   
                                               
2 In early 2017, the Office of National Drug Control Policy released a memo stating that “substance use 
disorder” is the recommended terminology, as opposed to “substance abuse,” “substance dependence,” or 
“addiction.” (Office of National Drug Control Policy, 2017).  This recommendation aligns with the 
language used by the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), in 
which the single category of “substance use disorders” describes the spectrum of outcomes precipitated by 
repeatedly misusing a substance.  Therefore, “substance use disorders,” “opioid use disorder,” and 
“substance misuse” will be used throughout this paper.  
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Between 2009-2012, neonatal abstinence syndrome (NAS), a group of symptoms 
that occurs in infants withdrawing from opioids, increased nationally from 3.4% to 5.8% 
per 1000 hospital births (Patrick et al., 2015).  While increasing rates of NAS are of great 
concern, any type of substance misuse during pregnancy carries risks, including the 
possibility of developmental impact on the substance-exposed newborn (Behnke et al., 
2013).  Possible indirect effects of maternal substance misuse on the infant include those 
related to poor nutrition, lack of or poor compliance with health care, increased exposure 
to violence, and heightened risk of co-occurring mental illness (Behnke et al., 2013).  
Given these significant concerns, pregnant women who are misusing substances are in 
particular need of intervention and support during the prenatal period (American Society 
of Addiction Medicine, 2011).   
Co-existing with their critical need for support and care, pregnant women with 
SUDs also tend to encounter a great deal of stigma and the possibility of punitive 
responses to their SUDs, resulting in some women avoiding care altogether (Flavin & 
Paltrow, 2010; Terplan et al., 2015).  In 2011, the American College of Obstetricians and 
Gynecologists (ACOG) issued a statement denouncing the enforcement of policies 
related to SUDs and pregnancy that deter women from seeking medical care, such as 
incarceration or threats of incarceration, and mandated testing or reporting on the part of 
the prenatal health care provider (American College of Obstetricians and Gynecologists, 
2011).  The ACOG statement (2011) stressed that these policies increase the risk for 
development of an oppositional relationship between the provider and the patient.  This 
view was reiterated with clinical implications in an opinion piece in the American Journal 
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of Obstetrics and Gynecology, emphasizing the need for providers to maintain 
nonjudgmental attitudes and work toward building trust and rapport with patients who are 
both pregnant and have a history of SUDs (Jones, Deppen, Hudak, Leffert, McClelland, 
Sahin,... Creanga, 2014).  
While such statements indicate support for pregnant women with SUDs at a 
systemic level, existing studies exploring the experiences of women with SUDs 
attempting to access and receive prenatal care suggest a more complex reality (Fowler, 
Reid, Minnis, & Day, 2014; Herriott, Paris, Spielman, & Sommer, 2016; Roberts & 
Nuru-Jeter, 2010; Roberts & Pies, 2011; Spielman, Herriott, Paris, & Sommer, 2015; 
Stone, 2015).  For example, some women have reported experiences with healthcare 
providers where they felt judged (Fowler et al., 2014; Herriott et al., 2016; Spielman et 
al., 2015), while others reported positive experiences with their prenatal care providers 
(Spielman et al., 2015).   
Overview of the Study   
In this qualitative study, I aim to explore the complexity of pregnant women with 
SUDs engaging in prenatal care from the perspectives of postpartum women with SUDs 
and prenatal health care providers (individually; not matched pairs).  Specifically, my 
goal is to understand the experiences of both providers and postpartum women, 
emphasizing the ways in which patients and providers develop and maintain their 
relationships with one another, as well as their perceptions of each other.   
Informed by a conceptual framework comprised of recognition theory (Honneth, 
1992; Honneth, 2004) and intersectionality (Crenshaw, 1989; Crenshaw, 1991), I sought 
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to answer the following questions in this dissertation: (1) What are the thoughts of 
women with SUDs on being pregnant in the context of their SUD?  (2) How do women 
with SUDs characterize their interactions and relationships with their prenatal care 
providers?  (2a) What are women’s perceptions about their prenatal care providers’ views 
and attitudes about them, as pregnant women with SUDs?  (2b) What are the perceptions 
of women with SUDs regarding the extent to which their prenatal care providers care 
about them as individuals?  (3) How do women with SUDs conceptualize their own role 
in obtaining optimal prenatal care? (4) How do prenatal care providers approach 
developing relationships with pregnant women with SUDs?  (5) What are prenatal 
healthcare providers’ thoughts and attitudes regarding pregnant women with SUDs?  
Overview of Chapters 
The current chapter continues with a review of the literature relevant to prenatal 
care in the context of SUDs.  I outline what is known about pregnancy and SUDs, 
prenatal care in the context of SUDs, as well as patient-provider interactions and 
relationships, noting existing gaps in knowledge.  In Chapter 2, I provide an overview of 
the conceptual framework used to inform this study.  I summarize recognition theory and 
intersectionality, and explain why the inclusion of both is necessary for this research.  
Chapter 3 lays out the methodological design of the study and explains the data collection 
process, the study samples, and the analytical approach.   
The next three chapters cover the findings of the dissertation.  The findings 
chapters are organized by both data-driven and theory-driven analyses.  The theory-
driven analyses are informed by recognition theory and intersectionality.  Chapter 4 
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describes the women’s perspectives on their pregnancies, particularly in light of their 
SUDs.  Chapter 5 presents findings from the perspectives of the postpartum women and 
of the prenatal care providers on their relationships and interactions with each other, in 
which recognition theory was useful in understanding their experiences.  Chapter 6 
presents the final set of findings regarding postpartum women’s and providers’ 
perspectives on perinatal SUDs, including providers’ perceptions of their patients, and 
women’s perspectives on their roles in prenatal care.  Chapter 6 also includes select 
findings informed by intersectionality regarding pregnancy and prenatal care in the 
context of SUDs from the perspectives of postpartum women and providers.  The final 
chapter, Chapter 7, provides a discussion of the findings, their implications, and study 
limitations with recommendations for practice, as well as future directions for research. 
Pregnancy and Parenting in the Context Of Substance Use Disorders 
Pregnant and parenting women with SUDs frequently report family histories of 
substance use disorders, significant trauma histories, including current intimate partner 
violence, and co-occurring mental health disorders (Alhusen, Lucea, Bullock, Sharps, 
2013; Hans, 1999; Kaltenbach, 2013).  Studies have found that pregnant women in 
treatment for SUDs have significantly higher rates of post-traumatic stress disorder 
(PTSD) than pregnant women without SUDs (Jones, Svikis, Rosado, Tuten, & Kulstad, 
2004; Moylan, Jones, Haug, Kissin, & Svikis, 2001).  These factors – psychological 
distress, trauma, and SUDs, as well as stressors related to poverty – contribute to concern 
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for pregnant women with SUDs as they may compromise women’s ability to be present 
for and engage with their babies3 in receptive and sensitive ways.   
Given the likelihood that the SUDs of pregnant and/or parenting women co-exist 
with the aforementioned factors (Back, Sonne, Killeen, Dansky, & Brady, 2003; Grice, 
Brady, Dustan, Malcolm, & Kilpatrick, 1995; Hans, Bernstein, & Henson, 1999; 
Kaltenbach, 2013; Nair, Schuler, Black, Kettinger, & Harrington, 2003; Nicholson, 
Finkelstein, Williams, Thoms, Noether, & DeVilbiss, 2006), understanding pregnancy 
and parenting in the context of SUDs is particularly complex.  It is complicated not only 
in establishing causation in terms of impact of in utero exposure to SUDs on child 
development, but also in terms of the experience of the child growing up in a home where 
such stress is palpable.  For example, a meta-analysis of 46 observational, peer-reviewed 
studies examining the effects of maternal depression on parenting behavior indicated a 
relationship between maternal depression and concerning parenting behaviors such as 
irritability and hostility toward the child, the effects of which were shown to be strongest 
among mothers of infants, as compared to other age groups (Lovejoy, Graczyk, O'Hare, 
& Neuman, 2000).  Further, maternal diagnosis of PTSD has been associated with 
increased anger and emotion dysregulation in the context of parenting (e.g., Cohen, Hien, 
& Batchelder, 2008; Smith, Cross, Winkler, Jovanovic, & Bradley, 2014), and challenges 
within the parent-child relationship (e.g., Muzik, Bocknek, Broderick, Richardson, 
                                               
3 I will use the words “baby” and “child” (and their respective plural forms) instead “fetus” when referring 
to the pregnancy period.  When I interviewed the postpartum women, I used the word “baby” given that the 
study participants had given birth and were referring to a baby with a name and identity.  To remain 
consistent with my data collection approach, I will therefore use the words “baby” and “child” in this paper.   
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Rosenblum, Thelen, & Seng, 2013).  Trauma that occurs during pregnancy likely has a 
negative effect on the developing fetus, but a maternal history of childhood trauma is also 
associated with increased production of a major fetal stress hormone (Moog, Buss, 
Entringer, Shahbaba, Gillen, Hobel, & Wadhwa, 2016).  
The American Academy of Pediatrics issued a report reviewing findings 
regarding the assessment of prenatal substance exposure and the ways in which substance 
exposure impacts the developing child, including short- and long-term effects on children 
specific to various substances (Behnke et al., 2013).  With regard to the impact of direct, 
in utero exposure to substances on children’s development, significant teratogenic effects 
of maternal substance misuse can occur early on in gestation during the embryonic stage 
(Behnke et al., 2013).  Additionally, more subtle effects may occur during the fetal 
period, such as abnormal growth and changes in neurotransmitters and brain organization 
(Behnke et al., 2013).  Much more is known about the negative effects on children’s 
development due to prenatal exposure to alcohol and nicotine than about the long-term 
effects of prenatal exposure to prescription opioids and illicit substances (Behnke et al., 
2013; Ross, Graham, Money, & Stanwood, 2015). 
Pregnancy as motivation for change  
Pregnancy is considered to be a period in which women are motivated to make 
changes to support their well-being, and subsequently, their baby’s well-being (Olander, 
Smith, & Darwin, 2018).  The roots of this motivation vary.  For some women, this 
motivation stems at least partly from the relationship she is forming with her child 
prenatally, also known as prenatal attachment (Kendler, Ohlsson, Svikis, Sundquist, & 
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Sundquist, 2017; Massey, Bublitz, Magee, Salisbury, Niaura, Wakschlag, & Stroud, 
2015; Van den Bergh & Simons, 2009).  The development of this relationship is 
influenced by a number of factors such as maternal mental health and trauma history; 
therefore, women’s levels of prenatal attachment are not always high (Brandon, Pitts, 
Denton, Stringer, & Evans, 2009).  Additionally, the pregnant woman tends to take on a 
maternal role during pregnancy, including providing safety and protection for the baby 
(Rubin, 1975), which contributes to her motivation to make positive decisions regarding 
her health and well-being.   
Another factor in women’s motivations regarding health behaviors during their 
pregnancies may stem from the discourse related to the social construction of motherhood 
and the idea of a “good mother” (McDonald, Amir, & Davey, 2011, p.2).  The ongoing 
expectations of what it means to be a good mother make it a priority for pregnant women 
to reduce potential risks to their babies and put their babies’ health above their own 
interests (McDonald et al., 2011; Rudolfsdottir, 2000).  A study that conducted interviews 
and focus groups with pregnant and postpartum women, as well as an analysis of 
handouts and booklets available to women in medical offices, concluded that what gets 
conveyed is the idea that a pregnant women is a vessel for her baby, with her body under 
surveillance during her pregnancy and regulated through health care (Rudolfsdottir, 
2000).  Studies have indicated that women’s changes in health behaviors (e.g., diet, 
exercise) during pregnancy are motivated at least partially by a sense of responsibility to 
their unborn child (e.g., Mahar & Lowe, 2015).  With regard to pregnant women with 
SUDs, the concept of a “good mother” becomes a powerful motivating factor, with many 
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women reporting that their pregnancies were a turning point in their recovery (Radcliffe, 
2011).  Women with SUDs have reported a desire to shape their identity during 
pregnancy to one that is considered to be “normal” by becoming “clean” (Radcliffe, 
2011, p. 986).   
Motivation alone, however, may not result in one’s stopping substance misuse, 
given the neurobiological changes that occur due to ongoing substance misuse 
(Rutherford, Potenza, & Mayes, 2013).  SUDs alter stress and reward neural systems, in 
that the drugs become linked to the reward circuitry, which reinforces future use 
(Rutherford et al., 2013).  Some researchers suggest that this rewired circuitry impacts 
decisions regarding other behaviors (Landi, Montoya, Kober, Rutherford, Mencl, 
Worhunsky,…Mayes, 2011).  In other words, the use of the substance (and its reward) 
will overrule the other behaviors in a way that the reward system may be “co-opted” for 
the purpose of the substance use (Landi et al., 2011, p. 2).   
Despite the complicated factors influencing women’s decisions regarding their 
substance misuse, research suggests that pregnant women do indeed tend to be highly 
motivated to stop misusing substances and begin treatment for SUDs (Hull, May, Farrell-
Moore, & Svikis, 2010; Jessup & Brindis, 2005; Kendler et al., 2017), particularly as 
compared to non-pregnant women with SUDs (Daley, Argeriou, & McCarty, 1998; 
Mitchell, Severtson, & Latimer, 2008).  A recent study that examined abstinence rates for 
alcohol, marijuana, cocaine, and tobacco among pregnant women found that there were 
high rates of abstinence during pregnancy among women who misused alcohol, 
marijuana, and cocaine, but not among cigarette smokers (Forray, Merry, Lin, Ruger, & 
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Yonkers, 2015).  Other studies have similarly found that there are higher rates of 
abstinence among women who use alcohol and illicit substances during pregnancy 
(Massey, Lieberman, Reiss, Leve, Shaw, & Neiderhiser, 2011) than those who smoke 
cigarettes (Tong, England, Dietz, & Asare, 2008).  While abstinence may occur during 
pregnancy, rates of relapse postpartum tend to be high (Forray et al., 2015). 
Women’s experiences in prenatal care 
For women with SUDs, pregnancy is a time that is rife with opportunities to build 
upon the motivation they may be experiencing and benefit from intervention to support 
their recovery (Forray et al., 2015).  Prenatal care is a natural setting in which these types 
of interventions may occur (American College of Obstetricians and Gynecologists, 2017).  
However, not all women with SUDs access prenatal care in a timely manner or at all.  A 
study analyzing postpartum surveys and medical records of 812 women found that 
cocaine and opioid misuse during pregnancy predicted minimal to no prenatal care 
(Schempf & Strobino, 2009).  The authors concluded that in both cases (cocaine and 
opioid misuse), women avoided prenatal care due to fear of being reported to law 
enforcement and, particularly in the case of opioid misuse, the impact of the drug itself 
may interfere with motivation and/or ability to access care (Schempf & Strobino, 2009).  
Existing research studies have broadly explored the experiences of women with SUDs 
and their perceived barriers to accessing prenatal care and treatment. Women with SUDs 
have reported reasons for avoiding prenatal care such as feeling judged by providers for 
their substance misuse, fear of child protective services involvement, and experiences of 
having their privacy violated (Eggertson, 2013; Fowler, Reid, Minnis, & Day, 2014; 
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Phillips, Thomas, Cox, Ricciardelli, Ogle, Love, & Steele, 2007; Roberts & Nuru-Jeter, 
2010; Roberts & Pies, 2011; Spielman, Herriott, Paris, & Sommer, 2015; Stone, 2015).  
On the other hand, women with SUDs have also reported feeling encouraged, supported, 
and empowered by prenatal and postpartum health care providers (Herriott, Paris, 
Spielman, & Sommer, 2016; Spielman et al., 2015).  A qualitative study utilizing a 
participatory action framework which analyzed focus group data found that pregnant 
women with SUDs had negative experiences with health care providers (Gartner, Elliott, 
Smith, Pearson, Hunt, & Martin, 2018).  The authors highlighted the need for providers 
to be further trained on SUDs, as well as to consider other factors affecting pregnant 
women related to SUDs, such as trauma (Gartner et al., 2018). 
Patient-Provider Relationships   
Studies of the patient-provider relationship have suggested that the quality of the 
relationship may play a role in improving health outcomes (e.g., Dorr & Lipkin, 1999; 
Jagosh, Boudreau, Steinert, MacDonald, & Ingram, 2011; Kelley, Kraft-Todd, Schapira, 
Kossowsky, & Riess, 2014; Roter, 2000).  However, patients report a variety of elements 
of a patient-provider relationship that are important to them, with some patients 
maintaining that the physician holds the knowledge and the power, thus regarding the 
physician’s skills and competence as more important than the ability to engage in a caring 
relationship with the patient (Jagosh et al., 2011).  Many patients, though, value providers 
who listen, which the patients see as indicative of the fact that the physician cares about 
them, thus facilitating trust in the relationship (Copeland, Scholle, & Binko, 2003; Jagosh 
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et al., 2011).  The level of trust and the physician’s attitude toward the patient can affect 
the patient’s willingness to follow medical advice (Copeland et al., 2003). 
 “Social concordance,” or cumulative shared social characteristics such as race, 
gender, or class, between the patient and the provider may also play a role in how patients 
perceive the quality of their health care (Thornton, Powe, Roter, & Cooper, 2011, p. 2).  
While social concordance has a positive relationship with patient satisfaction, the authors 
of the study suggest that a solution may not necessarily be to match patients and 
providers by characteristics such as race, gender, and/or class, but rather, for providers to 
be aware of the cumulative effects of these differences and work to mitigate those 
differences through the relationship (Thornton et al., 2011).   
With regard to prenatal care specifically, for some women it may be their 
introduction to the health care system as adults, and may possibly serve to connect them 
with necessary services such as social work (Lori, Yi, & Martyn, 2011).  Patient-provider 
relationships in prenatal care may influence women’s willingness to engage further in the 
health care system (Lori et al., 2011).  One study of patient-provider relationships in the 
context of prenatal care examined the perspectives of a sample of pregnant women 
impacted by processes of marginalization and disproportionately affected by health 
disparities, African-American women (Lori, Yi, & Martyn, 2011).  The authors found 
that the study participants prioritized a close relationship with their prenatal care 
provider, which for them, required provider traits such as compassion and being 
nonjudgmental (Lori et al., 2011).  Another study found a significant relationship 
between strong patient-provider communication and for the women, both higher levels of 
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trust in the provider and greater satisfaction in their prenatal care (Dahlem, Villarruel, & 
Ronis, 2015).  While there is a great deal of research that aims to understand the patient-
provider relationship, there is very little, if any, examining that relationship in an in-depth 
way in the context of prenatal care and SUDs.   
Providing prenatal care to women with SUDs 
 There is a significant amount of available literature on medically caring for 
pregnant women with SUDs.  Given the current opioid epidemic, a number of recent 
studies have focused specifically on how to approach prenatal care for pregnant women 
with OUDs (e.g., Klaman, Isaacs, Leopold, Perpich, Hayashi, Vender,... & Jones, 2017;  
Krans, Cochran, & Bogen, 2015; Saia, Schiff, Wachman, Mehta, Vilkins, Sia,... & 
Emmer, 2016).  The authors of these studies overwhelmingly highlight the importance of 
recommending medication-assisted treatment (MAT) during pregnancy for women with 
OUDs, advising against opioid withdrawal (detoxification), and promoting breastfeeding 
as a safe and recommended practice (Klaman, et al.,  2017;  Krans et al., 2015; Saia et al., 
2016).  Some authors emphasize consideration of co-occurring mental health disorders, 
trauma histories, trauma symptomatology, and the need for providers to take such factors 
into consideration in providing care (Krans et al., 2015; Saia et al., 2016).  Further 
highlighted has been the importance of recognizing the prevalence of PTSD in pregnant 
women with SUDs and encouraging trauma-informed prenatal care and/or a 
multidisciplinary approach to care (Goodman, Milliken, Theiler, Nordstrom, & Akerman, 
2015; Saia et al., 2016).   
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Provider attitudes regarding substance use disorders  
A recent systematic review of 28 studies examining health care providers’ 
attitudes towards patients with SUDs (not specific to pregnant and parenting women) 
concluded that health care professionals largely had negative attitudes about patients with 
SUDs (van Boekel, Brouwers, van Weeghel, & Garretsen, 2013). The reviewers found a 
general perception on the part of health care professionals that patients with SUDs were 
violent, manipulative, and lacked motivation, which interfered with the professionals’ 
delivery of services (van Boekel et al., 2013).  Further, these attitudes were associated 
with patients feeling disempowered and having diminished treatment outcomes (van 
Boekel et al., 2013).  The authors emphasized the need for further research to examine 
the consequences of these negative attitudes toward patients with SUDs (van Boekel et 
al., 2013). 
While there are limited studies specific to providers’ perceptions of substance 
misuse during pregnancy, the authors of one such qualitative study that analyzed 
interviews with 56 health care providers found that the providers characterized all 
substance misuse during pregnancy as problematic (Benoit, Stengel, Marcellus, 
Hallgrimsdottir, Anderson, MacKinnon,... & Charbonneau, 2014).  Further, the authors 
suggested that this characterization of substance misuse during pregnancy was informed 
by the providers’ sense of morality, rather than taking into consideration other factors that 
contribute to substance misuse (Benoit et al., 2014).  Another qualitative study that 
analyzed transcripts of 51 pregnant patients’ first prenatal care visit found that prenatal 
care providers were less comfortable discussing illicit substance misuse when their 
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pregnant patients disclosed it, as compared to their comfort level in discussing pregnant 
patients’ disclosure of smoking cigarettes (Chang, Dado, Frankel, Rodriguez, Zickmund, 
Ling, & Arnold, 2008).  In order to inform methods for provider training, the authors 
recommended further research on providers’ attitudes about substance misuse during 
pregnancy, and well as research on patients’ perceptions regarding how these 
conversations affect their feelings about their providers (Chang et al., 2008). 
Stigma and Public Discourse Regarding Pregnancy and SUDs 
In the context of myriad factors likely affecting their health and well-being – for 
example, mental health concerns and trauma histories (e.g., Kaltenbach, 2013) – pregnant 
women with SUDs are also entering into prenatal care in the midst of a culture that 
marginalizes and stigmatizes them (Baker & Carson, 1999; Finkelstein, 1994; Paltrow & 
Flavin, 2013; Stone, 2015; Terplan, Kennedy-Hendricks, Chisolm, 2015).  Knowledge 
about the science of SUDs has grown, and as a result, there has been a slight shift in the 
public discourse (Terplan et al., 2015).  This shift has resulted in a somewhat more 
compassionate approach toward individuals with SUDs; however, pregnant women with 
SUDs remain highly stigmatized (Terplan et al., 2015).   
The Women’s Media Center recently focused on the ways in which pregnant 
women with SUDs are unfairly portrayed in the media (Carmona, 2016).  They 
highlighted a recent national news article that focused on the deaths of just over 100 
infants in the U.S. attributed to maternal opioid misuse (Carmona, 2016).  Though 
devastating, the deaths are not representative of the majority of outcomes of infants who 
were exposed prenatally to opioids (Carmona, 2016).  The author argues that 
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sensationalist narratives regarding pregnant and parenting women with SUDs have again 
become part of the national discourse, fueled by the media – similar to the ways in which 
the “crack mother” discourse was pervasive in the 1990s (Carmona, 2016).   
During the era of the “crack mother” narrative, some medical researchers (e.g., 
Frank, Zuckerman, Amaro, Aboagye, Bauchner, Cabral,... & Vinci, 1988; Frank, 
Bresnahan, & Zuckerman, 1996; Frank, Augustyn, Knight, Pell, & Zuckerman, 2001; 
Koren, Shear, Graham, & Einerson, 1989) became concerned about the ways in which 
research regarding the impact of prenatal exposure to cocaine on children was being 
disseminated to the public.  These researchers subsequently published analyses that 
countered the claims of some of their colleagues, cautioning a hastened rush to judgment, 
and largely noting major methodologic concerns. Frank et al. (2001), for example, 
conducted a systematic review of thirty-six studies published in peer-reviewed journals 
that met a particular set of criteria and whose findings indicated detrimental 
developmental effects of prenatal cocaine exposure.  They concluded that the evidence of 
prenatal cocaine exposure’s association – independent from any number of associated 
risk factors – with severe developmental impact on young children was not compelling 
(Frank et al., 2001).   
Instead, they concluded that many findings that were at one time believed to be 
associated specifically with prenatal cocaine exposure could be explained either entirely 
or partially by other factors such as prenatal exposure to marijuana, tobacco, or alcohol, 
as well as the quality of the child’s environment (Frank et al., 2001).  In their comments, 
the authors highlight the sociopolitical forces at play with regard to prenatal tobacco 
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exposure and its clear association with a range of not only developmental problems, but 
with infant mortality as well (Frank et al., 2001).  Despite this knowledge, women who 
smoke cigarettes during pregnancy are not prosecuted, profiles of such women are not 
rampant in the media, and teachers do not lament the arrival of a tobacco-exposed child 
in their classrooms (Frank et al., 2001).  They were careful to note that SUDs involving 
any type of substance may impact parenting in a detrimental way, but the punitive 
approach inflicted on women who use illicit substances during pregnancy does not lessen 
the risk to the child (Frank et al., 2001).   
Role of Race and Class   
As outlined by both ACOG and the American Academy of Pediatrics (AAP), 
reporting of substance misuse during pregnancy may unfairly single out women of color 
and women who are poor, despite the fact that individuals from all races and 
socioeconomic backgrounds have similar rates of SUDs (American College of 
Obstetricians and Gynecologists, 2011; Behnke et al., 2013).  Therefore, the role of a 
patient’s race and socioeconomic status, or class, in the patient-provider relationship 
bears further exploration.  The grounds for this assertion have been well-documented 
over the years, particularly in the era of emphasis on the “crack mother” in the 1990s in 
which a woman’s substance use amplified the impact of her race and/or class.  Substance 
misuse served as an additional basis for stigma and judgment (e.g., Gómez, 1997; 
Humphries, 1999; Ortiz & Briggs, 2003; Roberts, 1991).   
In the context of the patient-provider relationship, one study examining survey 
data found that patients’ socio-demographic characteristics impacted physicians’ opinions 
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and attitudes about them (van Ryn & Burke, 2000).  Specifically, physicians had a 
tendency to more negatively perceive patients who were black and of lower and middle 
socioeconomic status than they did patients who were white and of upper socioeconomic 
status (van Ryn & Burke, 2000).  Research has found that non-Hispanic White women 
were significantly more likely than women in other ethnic categories to report substance 
misuse during pregnancy (Caetano, Ramisetty-Mikler, Floyd, & McGrath, 2006; Havens, 
Simmons, Shannon, & Hansen, 2009).  However, pregnant Black and Latina women are 
more likely to have substance use documented in their medical records than White 
women (Kerker, Leventhal, Schlesinger, & Horwitz, 2006). 
The current national attention on opioid use disorder carries further complications 
regarding the role of race and class.  A recent study examining the demographics of 
individuals who have misused heroin analyzed retrospective data on the patterns of 
substance misuse of nearly 3000 patients in SUD treatment nationwide (Cicero, Ellis, 
Surratt, & Kurtz, 2014).  The authors reported that nearly 90% of respondents who 
started using heroin within the last decade were white, and that a growing number of 
those misusing prescription opioids and heroin are white, middle class adults living 
outside of urban areas (Cicero et al., 2014).  The CDC has noted that from 2002-2011, 
included among those with the highest rates of heroin use were non-Hispanic whites and 
those living in the Northeast (Jones, Logan, Gladden, & Bohm, 2015).  Some media 
outlets have attributed the changing demographics to the public’s more compassionate 
approach regarding SUDs, as opposed to one that views addiction as a moral failing – a 
stark contrast to the 1990s when public emphasis on the crack epidemic focused on 
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people of color who were poor (Seelye, 2015; Stroud, 2016; Yankah, 2016).  However, it 
is unknown how this broader shift is playing out in the interpersonal relationships 
between healthcare providers and pregnant women with SUDs and their perceptions of 
one another.   
Role of Gender 
Furthering the complexity for pregnant women with SUDs and how they 
experience prenatal care is the role of gender, specifically as it relates to societal ideals 
around motherhood.  Motherhood is often socially constructed as a virtue and seen as 
essential to the identity of a woman – creating difficult expectations for many women 
(Kilty & Dej, 2012; Russo, 1976).  Additionally, mothers with SUDs are often 
represented in popular discourse as deviating from this socially constructed ideal.  This 
occurs, for example, in news stories suggesting that substance-exposed newborns are 
“victims” as opposed to “babies,” which implicates their mothers as perpetrators 
(Abrahams et al., 2013, p.2).  Internalizing bias and the social construction of 
motherhood is something to which few are immune, and it is unclear how this impacts 
those in professions who work with and support women with SUDs. While some studies 
have explored healthcare providers’ thoughts about patients with SUDs, a focus 
specifically on providers’ attitudes regarding SUDs and pregnancy/motherhood bears 
examination. 
A recent review of research on SUDs highlighted the continued gender disparities 
in available research and treatment for women with SUDs (Meyer, Isaacs, El-Shahawy, 
Burlew, & Wechsberg, 2019).  The authors note that although more men than women are 
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affected by SUDs, women typically contend with more severe social and health 
consequences of their substance misuse (Meyer et al., 2019; National Institute on Drug 
Abuse, 2018b).  They advocate for more gender-sensitive research in the field of SUDs, 
particularly research that considers, among other highlighted factors, the following: the 
heterogeneity of women with SUDs and their needs, the specific needs of women with 
SUDs during pregnancy, and trauma-informed treatment – particularly that which 
addresses gender-based violence (Meyer et al., 2019).   
Gaps in Knowledge 
There is a paucity of research exploring the interpersonal aspects of prenatal care 
for women with SUDs, including the examination of women’s and providers’ perceptions 
of SUDs and pregnancy.  Given these interests, my study design was informed by a 
conceptual framework comprised of recognition theory and intersectionality.  
Recognition theory emphasizes the importance of recognizing the dignity and worth of 
individuals in all relationships, and considers how the experiences of the women in this 
study are, at least partially, a matter of social justice.  Intersectionality offers one way to 
conceptualize patient-provider interactions in the context of a woman’s intersecting 
identity categories related to her gender, race, class, and SUD.  It challenges us to think 
about the ways in which these categories are constructed and how they connect with one 
another, impacting power dynamics in society in general and in relationships with an 
inherent power differential.  This study is necessary in order to better understand the 
perspectives of both postpartum women with SUDs and prenatal care providers regarding 
how they develop and maintain their relationships, as well as their perspectives of each 
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other.  Although this is a small qualitative study, it is a critical topic in an under-




CHAPTER TWO: CONCEPTUAL FRAMEWORK 
In this dissertation, I build on a nascent literature at the intersection of maternal 
health and SUDs, exploring the interpersonal aspect of prenatal care, as well as provider 
and patient perspectives on pregnancy in the context of SUDs.  I consider factors relevant 
to women with SUDs, including high rates of trauma histories (e.g. Kaltenbach, 2013; 
Torchalla, Linden, Strehlau, Neilson, & Krausz, 2014) and the marginalization they likely 
contend with as pregnant women with SUDs (e.g., Baker & Carson, 1999; Finkelstein, 
1994; Reid et al., 2008; Stone, 2015).  Overlapping with their identities as pregnant 
women with SUDs are identities related to gender and class which can also contribute to 
their marginalization (Baker & Carson, 1999).   
In order to understand patient-provider interactions in the context of prenatal care 
and SUDs, I utilize a conceptual framework that combines two theoretical approaches: 
recognition theory (Honneth, 1992; Honneth, 2004) and intersectionality (Crenshaw, 
1989; Crenshaw, 1991).  Honneth’s recognition theory emphasizes the intersubjective 
component (i.e. how individuals relate to and think about each other) in respect and 
human dignity, underscoring how a lack of social recognition can lead to experiences of 
oppression and marginalization (Honneth, 1992; Honneth, 2004), including 
microaggressions in the context of interpersonal interactions.  Intersectionality considers 
the intersection of one’s identity related to, for example, race, class, and gender. It posits 
that these identities interact with societal power structures, such as policies and laws, to 
create forms of privilege and oppression (Crenshaw, 1989; Crenshaw, 1991; Hankivsky, 
2014; Mehrotra, 2010).  For identities favored by societal power structures, privilege 
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tends to be the outcome; for others, oppression may occur.  Given the salience of 
interpersonal relationships between women with SUDs and prenatal care providers in my 
study, recognition theory – with its emphasis on intersubjectivity, respect, and human 
dignity – lends itself to understanding these relationships.  Additionally, as a theory that 
speaks to broader issues related to the interaction of intersecting identities and societal 
power structures, intersectionality offers a way of understanding the experiences of 
pregnant women with SUDs as well as the perspectives of prenatal care providers who 
work with them. 
Recognition theory includes in the relationship analysis the ways that an 
individual’s marginalized status interacts with the relatively powerful status of the health 
care provider.  It is an approach to examining the relationship that takes into 
consideration discrepancies in power, marginalization, intersubjectivity, and dignity. 
Intersectionality provides an overarching framework to analyze the societal structures 
such as classism, sexism, and public stigma related to SUDs that contribute to the 
marginalization of some.  Recognition theory considers the relationship and the ways that 
power interacts with it, and intersectionality more explicitly gets at the ways in which our 
identities and interactions with others are influenced by broader social structures.   
Recognition Theory 
 Informed by Hegel’s conceptualization of recognition, Honneth’s recognition 
theory offers a framework for understanding one’s development of identity and self-
worth as dependent on the recognition of others (Honneth, 1992; Honneth, 2004).  
Simply, he views recognition as acknowledging another person’s value and dignity 
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(Honneth, 1992; Honneth, 2004).  The absence of this recognition is damaging not only 
to the individual, but to society as well (Honneth, 1992; Honneth, 2004).  Ignoring the 
contributions that an individual can and does make to the society is neglecting the 
resources contained within that society (Honneth, 1992; Honneth, 2004).  Further, 
Honneth posits that individuals who are not acknowledged by the wider society feel 
alienated from it and may engage in anti-social behavior (Honneth, 1992; Honneth, 
2004).  When one is marginalized and un-acknowledged, there is a lack of integration and 
subsequent disruptions (Honneth, 1992; Honneth, 2004).   
Additionally, given his grounding in critical theory, Honneth emphasizes the role 
of social structures in acts of recognition and, subsequently, in an individual’s ability to 
thrive (Honneth, 1992; Rossiter, 2014).  Honneth connects individuals’ well-being and 
sense of worth with social justice, recognizing that the lack of social recognition leads to 
experiences of injustice (Fraser & Honneth, 2003; Rossiter, 2014).  This lack of 
recognition is related to power and powerlessness.  Those who hold power in a 
relationship or interaction have the ability to essentially ignore the powerless, thus 
leading to experiences of injustice (Fraser & Honneth, 2003; Honneth, 1992).  Just as 
invisibility can be a feature of those who experience processes of marginalization, this 
kind of invisibility is a lack of recognition.  Importantly, Honneth’s theory goes beyond 
the interpersonal level, as he states that recognition only truly occurs if it is also 
expressed at a structural level (Honneth, 2007; Rossiter, 2014).  Rather than solely 
requiring the acknowledgment of those with power to recognize those who are 
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marginalized, recognition necessitates change at the structural level, eliminating such 
power discrepancies (Rossiter, 2014). 
In the context of the experiences of pregnant women with SUDs, this framework 
provides a way of understanding their interactions with prenatal care providers as one 
relationship in their lives in which they may or may not experience recognition and 
respect, thus contributing to or taking away from their sense of self-worth and dignity.  
Health care providers, owing partially to their level of knowledge and expertise, tend to 
retain the power in their interactions and relationships with patients (Roter, 2000).  
Historically, pregnant women with SUDs have been highly stigmatized and marginalized 
(e.g., Finkelstein, 1994; Reid et al., 2008; Stone, 2015).  This, in conjunction with their 
high rates of complex trauma history and victimization (Kaltenbach, 2013; Torchalla et 
al., 2014), can result in feelings of low self-esteem and powerlessness. As articulated by 
Rossiter in her application of recognition theory to social work, the theory “links justice 
and practice” (Rossiter, 2014, p. 104).  When one’s sense of self-worth has been further 
impacted by societal structures such as those reinforcing sexism, classism, or stigma 
related to SUDs, the act of recognition on the part of individuals in their lives – in both 
personal and professional contexts – is particularly vital (Rossiter, 2014).   
 Honneth’s emphasis on intersubjectivity indicates that humans are dependent on 
and vulnerable to others’ recognition (Honneth, 1992).  While he highlights the role of 
agency, he argues that one’s development of identity as having agency occurs through 
and in relationships with others (van den Brink & Owen, 2007).  The intersubjective 
nature of this theoretical application makes it ideal for application in my research:  the 
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impact of the providers’ recognition (or not) on their patients with SUDs is the most 
obvious direction for focus in my analysis, given the power the providers possess.  
However, the recognition is reciprocal, and imperfect in its reciprocity.  For example, 
while pregnant patients with SUDs do not hold the same degree of power as their health 
care providers, they may show a lack of recognition and respect in not showing up to 
appointments or in displaying other types of behavior.  This lack of recognition can serve 
to erode the trust in the relationship. 
Honneth speaks to the impact of forms of “disrespect” and the role of these forms 
of disrespect in disrupting the development of identity (Honneth, 1992, p.190).  These 
forms of disrespect comprise the three spheres of recognition – the denial of which 
impede one’s sense of self and one’s ability to thrive in life (Honneth, 1992; Rossiter, 
2014; van den Brink & Owen, 2007).  The three spheres are comprised of: caring for an 
individual’s needs and emotions, respecting one’s legal rights and dignity, and esteem for 
one’s achievements (Honneth, 1992; Rossiter, 2014; van den Brink & Owen, 2007). 
Affective recognition 
The first sphere of recognition – affection and care – is grounded in object 
relations theory and the importance of the presence of responsive, loving caregivers in a 
young child’s life, and subsequently their impact on the child’s development (Honneth, 
1992; Rossiter, 2014; van den Brink & Owen, 2007).  The sense of trust that develops 
because of this affection and care leads to self-confidence and is a necessity for an 
individual’s sense of agency as the individual navigates the world (Honneth, 1992; 
Rossiter, 2014).  In this study, while I focus on affective recognition as it is relevant to a 
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professional relationship between a prenatal care patient and her provider, it is worth 
mentioning that, given the complex trauma history of many mothers with SUDs (e.g., 
Kaltenbach, 2013), this particular sphere was likely lacking in their childhood and 
adolescent development.  However, affective recognition allows us to consider the extent 
to which there is a sense of caring and emotional support in the context of the patient-
provider relationship.  Recognition theory suggests that, although a patient-provider 
relationship is not an intimate one, being treated with disdain (or, the opposite of care and 
affection) would activate this sphere, impacting an individual's self-confidence and 
serving as a continued injustice.  
Legal/rights recognition   
The second sphere of recognition involves legal recognition and rights (Honneth, 
1992). When legal rights are consistently denied to an individual, Honneth argues, it is 
implied that that individual lacks “the same degree of moral accountability as other 
members of society” (Honneth, 1992, p. 191).  This consistent denial of rights to an 
individual can lead to that individual’s loss of self-respect (Honneth, 1992).  This sphere 
involves two individuals being seen and recognized as equals, without exception 
(Honneth, 1992; Rossiter, 2014).  This recognition of rights is related to one’s self-
respect, as it is grounded in the knowledge that one has the same rights as everyone else 
and therefore warrants others’ respect (Rossiter, 2014).  In the context of this study, a 
woman’s rights may be overlooked if a provider, for example, conducts a toxicology 
screen without her knowledge, under suspicion that she is using substances.  In some 
states, the rights of pregnant women with SUDs are overlooked as the rights of the 
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unborn baby are prioritized, resulting in civil commitment of pregnant women with SUDs 
(Guttmacher Institute, 2019).   
Achievement recognition   
The third sphere regards recognition of one’s achievements and has implications 
for the development and fostering of self-esteem (Honneth, 1992; Rossiter, 2014).  This 
sphere depends on recognition of one’s accomplishments, and the value of one’s 
contributions to the community, particularly in an economic sense (Honneth, 1992; 
Rossiter, 2014).  Others’ perceptions of pregnant women with SUDs may be limited to 
seeing them primarily as individuals with SUDs rather than recognizing them for who 
they are as whole persons and how they contribute to society.  Further, working on 
recovery itself is an achievement to be recognized.  A health care provider supporting this 
endeavor and displaying pride in his or her patient is an example of achievement 
recognition.   
Together, these spheres of recognition provide a framework for understanding the 
value for pregnant women with SUDs to be seen and acknowledged, and their need for 
recognition in the context of interacting with prenatal healthcare providers.  Further, 
given its emphasis on intersubjectivity, this theory necessitates understanding the 
perspective of the providers as well – their experiences of relationships with their 
patients, and their thoughts on recognizing the worth and dignity of pregnant women with 
SUDs.  The theory is multidimensional, in that it speaks to the developmental context and 
early familial relationships, as well as to interactions among non-familiar adults and 




The Combahee River Collective, composed of a group of Black feminists, 
published a statement in 1977 indicating their commitment to “struggling against racial, 
sexual, heterosexual, and class oppression, [seeing as their] particular task the 
development of integrated analysis and practice based upon the fact that the major 
systems of oppression are interlocking” (Combahee River Collective, 1982, p.13).  
Crenshaw (1989) was the first to conceptualize intersectionality formally – her response 
to the continued absence of the experiences of Black women in both the feminist and 
anti-racist traditions (Crenshaw, 1989; Crenshaw, 1991; Davis, 2008). Similar to the 
Combahee River Collective’s earlier thinking, which laid the groundwork for this 
conceptualization, intersectionality “[adopts an] intersectional way of thinking about the 
problem of sameness and difference and its relation to power” (Cho, Crenshaw, & 
McCall, 2013, p. 795).   
It is a particularly useful framework with which to hold the complexities of 
pregnancy, parenting, and SUDs in its demand for continued questioning and its 
emphasis on the connection of various systems of oppression women with SUDs may 
encounter.  Matsuda (1991) writes of a method she refers to as “ask the other question” 
(p.1189).   
When I see something that looks racist, I ask, ‘Where is the patriarchy in this?’  
When I see something that looks sexist, I ask, ‘Where is the heterosexism in this?’  
When I see something that looks homophobic, I ask, ‘Where are the class interests 
in this?’ (p. 1189).   
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This framework, then, is useful in shedding further light on the complicated nature of the 
experiences of pregnant women with SUDs and their interactions with health care 
providers, forcing us to contend more deeply with factors inherent, but not always overt, 
in the complexity.  While intersectionality emerged from frustration with the absence of 
Black women in feminist theoretical thinking and application, it has since been used to 
better understand such social concerns as immigrant health (Viruell-Fuentes, Miranda, & 
Abdulrahim, 2012), domestic violence (Conwill, 2010), and health inequities (e.g., 
Cummings & Jackson, 2008; Hankivsky, 2012; Rogers & Kelly, 2011).  These studies 
highlight the value in exploring the role of power dynamics related to aspects of a 
person’s identity on both micro and macro levels.  Further, scholars have strongly 
encouraged its application in both social work (Mehrotra, 2010; Murphy, Hunt, Zajicek, 
Norris, & Hamilton, 2009) and public health research (Bowleg, 2012), the realm of this 
dissertation research. 
Intersectionality contests the “single axis framework,” typically carried out in 
feminist thinking as a distortion of the experiences of women who are not white and 
middle to upper class (Crenshaw, 1989, p. 139).  Use of intersectionality as a framework 
allows for an examination conceptualizing identity categories such as gender, class, and 
race as fluid and infused with other categories but always in an interactional relationship 
with power dynamics (Cho, Crenshaw, & McCall, 2013).  These identity categories, the 
product of which is often referred to as social location, are socially constructed (Murphy 
et al., 2009).  In other words, these classifications are not biologically-based, but rather 
conceptualized and defined in the context of the social hierarchy.  Given their social 
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origin, these categories can have strong bearing on one’s trajectory in life (Murphy et al., 
2009).  While I focus on categories related to gender, class, and substance use disorder 
for the purpose of this study, the theory allows for consideration of various categories, 
including sexuality, age, and ethnicity, among others (Collins, 1998; Mehrotra, 2010).  
Critically, intersectionality considers not only the convergence of these categories, but 
also the ways in which inequity and oppression manifest in the relationship between these 
categories and the dominant power structure (Crenshaw, 1989; Crenshaw, 1991; 
Mehrotra, 2010).  In other words, it “examines the dynamics of difference and sameness” 
in relation to power (Cho et al., 2013, p.787).  In the context of examining perceptions of 
interactions between pregnant women with SUDs and prenatal care providers, 
incorporation of this theory allows for a way to further our understanding of women’s 
perceptions of interactions with health care providers and the providers’ perceptions, 
thoughts, and attitudes.  While not always the case, historically, the most common 
dynamic between a physician and patient is one in which the physician holds the power, 
setting the goals and agenda for the visit and patient care (Roter, 2000).  Further, a 
woman’s identity as both pregnant and with a SUD contributes to the power imbalance 
due to the marginalization of individuals with SUDs, particularly pregnant women with 
SUDs.  This, along with the physician’s presumed socioeconomic status, given his or her 
level of education and profession, as well as the occupational prestige associated with 
being a physician, may set up a particular imbalance of power when the patient is a 
pregnant woman with a SUD, particularly if the woman is also poor.  Intersectionality 
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holds this power imbalance, considers its origins in the social structure, and offers a way 
of understanding how it plays out on the interpersonal level.  
Importantly, analyses conducted through the lens of intersectionality keep the 
promotion of social justice and change at the forefront (Mehrotra, 2010; Weber & Parra-
Medina, 2003).  This lens of social justice is useful in the context of an analysis of the 
experiences of women with SUDs and their interactions with prenatal care providers, 
given our country’s complicated history of attitudes towards these women, and the role 
that racism, classism, and sexism have played in shaping those attitudes.  Intersectionality 
in this dissertation study will allow for consideration of the extent to which power 
dynamics inherent in patient-provider relationships – and influenced by the 
aforementioned broader social structures – are applicable in the context of patient-
provider interactions. 
Within the combined conceptual framework, recognition theory highlights the 
need for acknowledgment on both interpersonal and societal levels.  Intersectionality 
speaks broadly to women’s intersecting experiences with oppression and marginalization 
and its impact on an interpersonal level – including in the context of interactions in the 
health care system.  The conceptual framework emphasizes the value in recognizing 
complexity and power dynamics in interpersonal interactions, as influenced by social 
structures.  Exploring the extent to which a woman with a SUD experiences recognition, 
as Honneth conceptualizes it, from her prenatal care provider, and vice versa, will allow 




CHAPTER THREE: METHODS 
For this dissertation, I used a qualitative study design to develop a more 
comprehensive understanding of prenatal care in the context of SUDs, specifically 
regarding relationships between pregnant women with SUDs and their prenatal care 
providers.  To do so, I was guided by the following questions:   
• What are the thoughts of women with SUDs on being pregnant in the context of 
their SUD?   
o How do women with SUDs characterize their interactions and 
relationships with their prenatal care providers?    
o What are women’s perceptions about their prenatal care providers’ views 
and attitudes about them, as pregnant women with SUDs?   
o What are the perceptions of women with SUDs regarding the extent to 
which their prenatal care providers care about them as individuals?   
• How do women with SUDs conceptualize their own role in obtaining optimal 
prenatal care?  
• How do prenatal care providers approach developing relationships with pregnant 
women with SUDs?   
• What are prenatal healthcare providers’ thoughts and attitudes regarding pregnant 
women with SUDs?  
The study is composed of qualitative interview data from N=19 postpartum women 
with SUDs and from N=10 prenatal healthcare providers (OB/GYNs, family medicine 
physicians, and certified nurse midwives).  I used a two-layered thematic analytical 
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approach - an initial data-driven, semantic analysis (Braun & Clarke, 2006) and a 
subsequent theory-driven analysis informed by my theoretical framework (Honneth, 
1992; Honneth, 2004; Crenshaw, 1989; Crenshaw, 1991).  While the theoretical 
framework composed of recognition theory and intersectionality was influential in the 
study design and specifically the development of the interview protocol, I was intentional 
about maintaining openness to additional interview questions.  The analytical process is 
discussed in detail later in the chapter.   
Study Design 
In this qualitative study, I collected semi-structured interview data on the 
perspectives of postpartum women with SUDs regarding their experiences receiving 
prenatal care and their interactions with prenatal healthcare providers.  Additionally, I 
collected interview data with health care providers (physicians and midwives) who 
worked with women during the prenatal period regarding their thoughts and attitudes 
about SUDs and pregnancy, and their perspectives on interacting with and caring for 
these patients.  The postpartum women and prenatal health care providers were not 
matched pairs.  I asked them each to participate in one semi-structured interview.  Using 
both data-driven and theory-driven thematic analysis, I examined the perspectives of 
postpartum women with SUDs and prenatal health care providers on their interactions 
and relationships with each other, their views of pregnancy in the context of SUDs, and 
their thoughts on the broader health care system and its responses to pregnant women 




Institutional Review Board   
This dissertation was approved by the Boston University Institutional Review 
Board (IRB); protocol number: 4469E.  I received expedited approval for the study from 
the IRB in April 2017.  As necessary, I submitted amendments to the IRB protocol for 
review which were subsequently approved.  The IRB most recently re-certified the study 
in March 2019 and it remains up to date and in compliance.   
Sampling strategy   
I used a non-random sampling strategy that involved both purposive and snowball 
sampling techniques to recruit participants, reaching out to professional contacts in the 
fields of SUD treatment and health care.  Purposive sampling is a strategy that leads to 
“information-rich” cases that allow for a comprehensive examination of a phenomenon 
(Patton, 2002, p. 230).  In this case, my goal was to understand prenatal care in the 
context of SUDs, so I focused on searching for participants who could share their 
relevant experiences: postpartum women with SUDs and prenatal health care providers 
who had provided prenatal care to pregnant women with SUDs.  Within the purposive 
sampling strategy, I used a snowball sampling approach (Patton, 2002) in which I asked 
individuals who work in the fields of SUD treatment and health care if they could 
connect me with participants who would meet the inclusion criteria for my study and/or 
other contacts who might know potential participants.  This led to the “snowball” 
increasing in size as I built up a network of contacts who were willing to assist me 




I began the recruiting process in April 2017 after I received IRB approval and 
completed recruitment efforts in May 2018.  I detail the recruitment process for each 
sample below, but there was some overlap in recruitment between the two samples, given 
the snowball sampling approach.  For example, several of the contacts to whom I reached 
out were individuals who worked at the intersection of SUD treatment and health care.  
Those individuals were able to connect me with potential participants in either or both 
samples.  I recruited participants from three New England states.  Initially, I planned to 
recruit only from Massachusetts, but I later opened up recruitment to two other states – 
New Hampshire and Rhode Island – in order to increase my sample size.  I received 
approval from the IRB before making this change.   
 Given concerns regarding comfort and openness of participants and possible 
selection bias, I did not recruit patient-provider dyads, or patients and providers who 
were working with each other.  Instead, I recruited postpartum women and providers 
from separate locations so the chances of participants having professional relationships 
with each other would be slim.  This allowed for the postpartum women/patients to 
consider their prenatal care experiences as openly as they were able to in a setting not 
associated with their medical care.  Similarly, providers had the opportunity to speak 
about their overall approach in caring for pregnant women with SUDs, rather than focus 
on one particular patient.   
 Postpartum women with SUDs.  I chose to interview postpartum women as 
opposed to pregnant women because I anticipated that recruiting women after they had 
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given birth would yield a broader diversity of prenatal experiences as opposed to 
recruiting directly from an OB/GYN practice where women would currently be receiving 
care.  Further, I expected that recruiting postpartum women might increase the likelihood 
of hearing from some women who might not have had consistent prenatal care.  Hearing 
from them about their perceptions of prenatal care was equally as important as hearing 
from those who had received more consistent care. 
The inclusion criteria for the sample of postpartum women were: 
• Recently (6 months or less) gave birth to a newborn exposed to opiates or 
illicit substances, either through medication-assisted treatment (MAT) for 
OUD or through misuse of illegally-obtained opioids and/or other 
substances 
• 18 years or older and able to legally consent to study participation;  
• Received some level of prenatal care (minimum of four prenatal care 
visits) in Massachusetts, New Hampshire, or Rhode Island during her 
pregnancy 
I determined the minimum of four prenatal care visits in order to include in the 
sample women who had a range of experiences with prenatal care.  The Kessner Index, a 
widely used index of adequacy of quantity of prenatal care, deems care to be inadequate, 
more or less, if it includes 4 or fewer visits (Kotelchuck, 1994).  It is difficult to 
determine an exact number of visits given that factors such as the month prenatal care 
begins and the total length of gestation are taken into consideration (Kotelchuck, 1994).  I 
wanted to include women in the sample who might have had inconsistent prenatal care in 
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order to learn from their perspectives about what prenatal care was like for them.  
However, I did not want women who had so few prenatal care appointments that they 
would not be able to comment adequately on their interactions with their providers.   
Exclusion criteria were as follows: women who were not able to participate in the 
interview in English, and women who were actively suicidal and/or struggling with 
psychosis.  Although I speak Spanish, I do not consider myself fluent enough to conduct 
these interviews at a level that would be adequate for both me and the participant; further, 
I did not have translation capacity for languages other than English.  With regard to 
potential participants who were actively suicidal and/or struggling with psychosis, I 
wanted to ensure their safety by not putting them in a situation that could potentially 
aggravate either condition.  I was also not equipped to provide clinical support as a 
researcher conducting a one-time interview.  I did not encounter occurrences of either of 
these exclusion criteria in my recruitment process.   
I was fortunate to have professional contacts in the field of treatment for SUDs 
and in the health care field through my advisor/first reader.  Additionally, I had some 
contacts due to my own professional experience.  We identified individuals who became 
“study champions.”  There were a total of nine study champions who helped connect me 
with contacts for recruitment in the sample of postpartum women, providers, or both.  
The nine study champions were individuals that I contacted who provided me with five or 
more contacts – either potential participants or other contacts who might be able to 
connect me to potential participants.  In total, I had contact with 116 individuals.  The 
116 individuals, including the nine study champions, sent me in numerous, useful 
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directions to develop my sample – forming the basis of the snowball sampling process.  
Forty-eight of the 116 contacts were associated solely with the postpartum women with 
SUDs sample, fifty-five of the 116 contacts were associated with the sample of prenatal 
care providers, and thirteen of the 116 contacts resulted in working toward recruitment of 
both samples.  I also reached out to the managers of a few different online groups or 
forums whose participants were either OB/GYNs or mothers with SUDs.  However, these 
online outreach efforts were unsuccessful.  
I connected with the study champions and with their contacts largely by phone 
and email.  If I contacted them via email, I wrote an introductory message (Appendix A) 
letting them know who suggested that I contact them and explaining my study.  Appendix 
A is an example of this message; I tailored the message based on who connected me to 
the individual, whether the person had direct contact with potential participants, and 
whether they were potentially connected with postpartum women with SUDs, providers, 
or both.  I included a recruitment flyer (Appendix B) with more information and with a 
private study email address, established solely for the study.  With contacts working in 
treatment programs for women with SUDs, I also discussed the option of using a consent 
to contact form, in which potential participants would provide their preferred contact 
information and give permission for me to get in touch with them.   
A few of the study champions put me in contact with staff members at residential 
treatment programs throughout New England; these residential treatment programs 
became the locations from which I interviewed the majority of the sample of postpartum 
women.  In those cases, the staff member at the program identified postpartum women in 
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their program who might be willing to participate.  The staff member provided the 
potential study participants with recruitment flyers and briefly explained the study.  If any 
of the women in the program who met the eligibility criteria were interested in learning 
more about it, the staff member and I scheduled a date for me to spend time at the 
program.  On the pre-arranged date, I met with the women individually in a private 
location and further explained the study to them.  If they were interested and willing, they 
completed a consent to contact form and we began the informed consent process.  I will 
outline the informed consent process in the next section.   
 Prenatal health care providers.  I interviewed prenatal health care providers, 
specifically those who provided care throughout the duration of the pregnancy – 
OB/GYN, family medicine physician, or nurse midwife.  I did not expand the inclusion 
criteria to include registered nurses or medical assistants who might interact with 
pregnant patients throughout their pregnancies because I was specifically interested in the 
relationship that developed over time with the primary provider who oversaw the prenatal 
care.   
Inclusion criteria were as follows: 
• OB/GYN, family doctor, or midwife in Massachusetts, New Hampshire, or Rhode 
Island 
• Has provided prenatal and labor & delivery care for pregnant women with SUDs 
(minimum of 1 patient with SUD within the past two years) 
In consultation with an OB/GYN with expertise in the area of prenatal care for 
women with SUDs, I initially set the inclusion criteria for providing prenatal care to a 
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minimum of three patient with SUDs within the past year.  However, I reached a point 
where I was having difficulty finding eligible providers, so I lowered the minimum 
criteria to providing prenatal care for one patient with SUD within the past two years.  
Similar to the recruitment process for postpartum women with SUDs, I reached out to 
contacts in the health care field, who in turn connected me with other health care 
providers.  I wrote an email introducing myself and the study, and attached a provider 
recruitment letter (Appendix C) with more detailed information.  This sampling strategy 
tended to yield provider participants who had a particular interest in caring for women 
with SUDs.  I will discuss this further in the limitations section of this chapter.   
To try to reach a broader range of providers – including those who might not have 
a background or particular interest in SUDs – I attempted some “cold calling” 
recruitment methods.  I asked my existing contacts if they knew of particular areas or 
practices where pregnant women with SUDs were receiving care.  I sent emails to several 
practices in those identified areas.  If I had email addresses for the providers obtained 
from the practice or hospital website, I wrote to them directly.  If not, I sent emails to a 
general email box that included a study overview and my recruitment letter.  I also called 
phone numbers if I had them and left voicemails to follow up on the emails, or left 
voicemails in the absence of an email address.  This approach did not yield any 
participants, as it proved to be difficult to access providers or receive a response without 
being able to share the name of a mutual contact.   I also reached out to the New England 
section of the American College of Obstetricians and Gynecologists (ACOG), requesting 
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permission to post information about my study on any listservs they oversaw.  This 
outreach was unsuccessful.   
Data collection  
After I obtained approval from the IRB, I piloted the full study protocol with one 
postpartum woman with a SUD and one prenatal care provider.  I did not use these data 
in my analysis; instead, these pilot interviews allowed me to practice and refine both 
interview protocols, and obtain a sense of study feasibility.  I completed the full study 
protocol with each of the pilot participants.  I also asked them for feedback at the 
conclusion, specifically related to clarity of the questions and whether they thought I was 
missing anything important, based on their experiences.  I conducted the pilot interviews 
in June 2017.  The pilot interviews highlighted the need for me to add a few new 
questions to my protocol.  For example, based on my interview and conversation with the 
postpartum woman who participated in the pilot, I added questions about providers’ 
discussions of treatment options with patients, as well as a question about what the 
participant would have liked her provider to know about her (that the provider may not 
have known).  Based on my interview and conversation with the provider who 
participated in the pilot, I added a question about how providers prepare their patients 
with SUDs for labor and delivery. 
I conducted all data collection in person, from July 2017 through May 2018.  I 
met each participant at the agreed-upon site, wherever was most convenient for the 
participant.  Table 1 provides a detailed breakdown of interview sites.  When I was 
invited to come to the residential treatment programs, I brought treats for the staff and 
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residents in order to thank them for allowing me to visit and for help with my study.  I 















15 2 — 2 19 
Prenatal care 
providers 
— — 5 5 10 
Totals 15 2 5 7 29 
 
Informed consent.  Upon meeting with each willing study participant, I 
attempted to establish rapport.  This included introducing myself, thanking them for 
agreeing to meet with me, asking about their baby if applicable, etc.  I then provided a 
brief overview of the study and what they could expect from the visit.  Next, I presented 
the IRB-approved informed consent (Appendix D, Appendix E) and requested consent 
for participation in the study.  I emphasized that all information they gave me would 
remain confidential and that their decision to participate would not in any way affect the 
services they were receiving at their treatment program (for postpartum women) or their 
employment (for providers).  As part of the informed consent, I asked for permission to 
audio record the semi-structured interview portion of the visit.  All of the participants 
agreed to be audio-recorded.  After all questions had been answered and the consent was 
understood, approved, and signed by the participant and by me, I proceeded to the next 
step of the study visit.   
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Demographics.  I collected basic demographic information from each participant 
(Appendix F, Appendix G) including birthdate, race, and gender.  Additionally, for the 
participants who were postpartum women, I collected information regarding their family 
size, income, employment, and education level.  Given the providers’ professions, I did 
not collect data on the questions that served as a proxy for social class. 
 Semi-structured interview.  Next, I conducted an in-depth, semi-structured 
interview with each participant.  In the sample of postpartum women, the interviews 
lasted an average of 45 minutes (Range 17-80 minutes).  In the sample of providers, the 
interviews averaged 57 minutes in length (Range 37-84 minutes).  I developed the 
interview protocol for the sample of postpartum women (Appendix H) with a focus on 
the following themes: substance misuse history, pregnancy, patient-provider relationship, 
and patient role in relationship/prenatal care.  The interview protocol for the sample of 
providers (Appendix I) was centered on themes that included: professional 
history/background as provider, building relationships with patients, working with 
women with SUDs, and provider training.  At the conclusion of the interviews, I offered 
all participants a $20 gift card as a token of gratitude for their time.  I received funding 
from Boston University School of Social Work that allowed me to provide gift cards to 
participants, as well as covered other costs of the study.  The participants were aware of 
the gift card prior to participating in the study, as it was mentioned in recruitment 
materials, as well as in the informed consent.  The majority of participants accepted the 
gift card and subsequently signed a gift card receipt; one participant declined the gift 
card.   
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I made every effort to remain open, neutral, and non-judgmental during each 
interview since I did not want to bias participants’ responses in any way.  I tried to be 
warm and friendly without providing any indication of my opinion.  I also formulated the 
questions to be as open-ended as possible, rather than leading participants to a particular 
way of responding.  I wanted the postpartum women to feel as though they could share 
their experiences openly without being judged for the ways they approached their 
pregnancies and prenatal care.  Similarly, I wanted the providers to feel comfortable 
being honest with me about how they felt about caring for pregnant women with SUDs.  
It was clear that I had an interest in this area given my dissertation topic, and I tried very 
hard to present myself in such a way that they would feel comfortable sharing any 
challenges they encountered doing the work.  In the limitations section in Chapter 7, I 
will discuss my background and biases more in detail, as well as the efforts I undertook 
to confront those biases.   
Participant Demographics 
Postpartum women   
The postpartum women (N=19) who participated in the study were, on average, in 
their late 20s (M=28.32 years; SD=4.23).  The majority (N=18) of the women in this 
sample had babies who were six months or younger, per the eligibility criteria.  There 
was one exception to this eligibility criteria; due to a study champion’s screening error, 
one woman participated who had an eight-month old baby.  In non-mutually-exclusive 
categories, the women identified their race/ethnicity as follows: 94.7% White (N=18), 
10.5% Black (N=2), and 5.3% Latina (N=1).  The majority of women were unemployed.  
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At the time of the interview, 78.9% (N=15) were living in a residential treatment 
program, 15.8% (N=3) were living in an apartment, and 5.3% (N=1) were living in a 
shelter.  The majority of women reported their total income as under $10,000, which 
places them below the poverty level.  Half of the women reported public assistance as a 
form of income.  The majority of women (n=15) reported heroin and/or other opiates as 
the substance with which they struggled the most.  N=2 women reported cocaine or 
crack; N=1 woman reported crystal methamphetamine; and N=1 woman reported both 
heroin and cocaine as her most problematic substances. 
Table 2 
Demographics, Postpartum Women (N=19) 
 N (%) 
Number of children M=2.53 (SD=1.47) 
   One 5 (26.3%) 
   Two 7 (36.8%) 
   Three or more  7 (36.8%) 
Marital status  
   Single/never married 13 (68.4%) 
   Married or partnered – opposite sex 3 (15.8%) 
   Separated or divorced – opposite sex 3 (15.8%) 
Highest level of education completed  
   12th grade or less  6 (31.6%) 
   H.S. diploma or equivalent 5 (26.3%) 
   Associate’s degree or some college 8 (42.1%) 
 
Prenatal care providers   
The providers (N=10) all identified as White women.  On average, they were in 
their late 40s (M=47 years; SD=10.61).   The providers have an average of nearly 15 
years of experience in practice (M=14.9; SD=9.48).  Per study eligibility criteria, all 
participants provided prenatal care to at least one patient with SUD within the past two 
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years.  However, there was a great deal of variation among the percentages of patients 
with SUDs that providers see as part of their overall patient population.  Among all of the 
providers, the mean percentage of patients with SUDs was 21.6% (based on providers’ 
best estimation) (Median=10%; Range= 1-100%).  Table 3 provides a breakdown of their 
professional roles.   
Table 3 
Professional Roles, Providers (N=10) 
 N (%) 
OB/GYN 3 (30%) 
Certified nurse midwife 4 (40%) 
Family medicine physician 3 (30%) 
 
Data Analysis  
 I used NVivo (NVivo 12), a qualitative data analysis software program supported 
by Boston University (BU), to code all the qualitative data.  Additionally, I used SPSS 
(SPSS 20.0) to determine basic descriptive statistics, using data from the demographics 
forms that I completed with all participants.  In this section, I will provide details on the 
data analysis procedures. 
Data preparation   
A professional transcription service transcribed all interviews.  I then listened to 
each entire interview recording and verified the transcription.  The goals of this 
verification process were twofold: 1) It allowed me to re-familiarize myself with each 
interview; and 2) The verification process involved ensuring that the interviews were 
transcribed accurately and were de-identified.   Prior to the study visit, I assigned each 
participant an identification number.  This number, rather than the participant’s name, 
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was used to identify them on the demographics form they completed, as well as on the 
audio recording of the interview.  In the verified transcription, I included this study 
identification number and removed any identifying information.  For example, if one of 
the postpartum women participants mentioned her child’s name, I replaced it in the 
transcript with [Name of child].  If a provider participant referenced the hospital for 
which she works, for example, I replaced it in the transcript with [Name of hospital].  I 
did this with all proper names, including references to cities or towns, in order to protect 
the participants’ privacy and maintain their anonymity.     
Constant comparative method   
Immediately upon returning from the study visit, I wrote a memo with my 
impressions of the interview, noting anything that surprised me or anything that I thought 
would be helpful to explore further.  The memo writing process is a technique adapted 
from the grounded theory analytical approach, as part of the constant comparative 
method (Charmaz, 2006; Tweed & Charmaz, 2012).   Memo writing is a process of 
constructing ongoing analytical note-taking based on the data in order to inform data 
collection continually and, ultimately, the final data analysis (Charmaz, 2006; Tweed & 
Charmaz, 2012).  I wrote these memos during the data collection process, as well as 
during the analytical process.  Writing these memos helped me remain open to various 
possibilities within the data and allowed me to search for nuances with an ongoing, 
comparison and contrasting approach (Charmaz, 2006; Tweed & Charmaz, 2012).   
For example, a postpartum woman in one of the earlier interviews I conducted 
talked about what it meant to her to have a supportive, encouraging prenatal care 
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provider.  She discussed it in the context of acknowledging that she knew other women 
with SUDs who had not had such supportive providers.  Reflecting on that interview and 
in writing the memo, I thought about whether or not the providers were affecting 
women’s recovery.  It was not a question I had been asking, but I decided to ask about it 
in all interviews going forward.  Further, given my current and prior experience working 
with pregnant and parenting women with SUDs, my own subjectivity inevitably entered 
the research process; this constant comparison method facilitated my openness and 
willingness to learn from the perspectives of the women and healthcare professionals I 
interviewed (Charmaz, 2006).  
Member checks   
I did not conduct formal follow-up interviews; I did not want to add to participant 
burden and knew that reflecting on one’s pregnancy a few months after the first interview 
would be unlikely to yield new information. Instead, all participants consented to be 
contacted by me in the future if I needed clarification of any data I collected.  This 
strategy was aimed toward the goal of “analytical triangulation” (Patton, 2002, p. 560).  I 
attempted to revisit the data with some of the study participants to get their clarification 
and further perspective on what I heard them say (Patton, 2002), known as member 
checks.  For the postpartum women’s sample, I began by using a random number 
generator online to select participants to contact.  However, I did not receive any 
responses so I attempted to contact all of the postpartum women in the sample using their 
preferred method of contact.  I heard back via text message from one participant who said 
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that she would be willing to review my summary of her interview, but then did not 
receive a response in subsequent follow-up contact attempts.   
For the providers’ sample, I used a random number generator online to select 
participants to contact.  In discussion with my first reader, I aimed to receive feedback 
from at least three of the ten providers interviewed.  The first three providers I contacted 
responded to my inquiry and approved the summary I provided.  One of the three 
providers offered an addition to my summary, which she felt was important to capture.  
She wanted to emphasize that although the health care system typically provides strong 
support for women during their pregnancies, the support tends to diminish postpartum.  
This provider emphasized how much women, particularly women with SUDs, need 
support in the postpartum period.  This addition was something that I captured 
analytically in coding her interview, so I was satisfied that I had responded appropriately 
to this particular member check.   
Uploading data to NVivo 
 I uploaded the verified, de-identified transcripts into the qualitative data analysis 
software program NVivo (NVivo 12).  I initially encountered some problems uploading 
my data from the encrypted external hard drive where I had been storing it.  In 
consultation with BU technical support, technical support from NVivo developer QSR 
International, and with approval from the IRB, I made the change to store de-identified 
data securely on my laptop rather than on the external hard drive in order to make the 
uploading process possible.   
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Coding the data 
I utilized a two-layered thematic analytical approach – an initial data-driven, 
semantic analysis and a subsequent theory-driven analysis based on my conceptual 
framework.  I decided to use thematic analysis due to its flexibility (Braun and Clarke, 
2006), given that I wanted to understand the data both from the participants’ voices 
directly, as well as guided by my conceptual framework.  The initial, data-driven, 
semantic approach required that I consider directly what the participants described and 
use that to formulate my interpretations of the data (Braun & Clarke, 2006).  I was then 
able to take a more theory-driven approach further on in the coding, developing codes 
based on recognition theory and intersectionality as applicable.   
I followed the six stages of thematic analysis, as outlined by Braun and Clarke 
(2006).  They emphasize that the analytical process is not linear, but recursive, and going 
back and forth among the stages is likely to occur (Braun and Clarke, 2006).  Per the first 
step, I familiarized myself with the data as detailed in the previous section by writing 
memos immediately after collecting the data, listening to the interviews and verifying the 
transcripts, and reviewing them prior to the coding process.  The second step is to 
generate initial codes (Braun and Clarke, 2006).  I began by coding the interview data in 
the postpartum women’s sample.  I made a strong effort to adhere to Charmaz’s grounded 
theory technique of coding data as actions (Charmaz, 2006, p. 48) to avoid making 
conceptual leaps.  For example, if a participant described what she did to make sure she 
was receiving good SUD treatment during her pregnancy, I coded it as “taking steps to 
ensure good treatment;” the action component of this code ensured that I was staying as 
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close as possible to what the participant was saying.  The code/node label was: 
“StepsGoodPNC_MO” (MO indicated codes for the mothers’/postpartum women’s data 
set; PR indicated codes for the providers’ dataset).  The name/description of this code 
was: “Taking steps to ensure good prenatal care: Participant’s description of things she 
did to ensure she received good prenatal care.”  The following text was coded as 
StepsGoodPNC_MO: 
I just made sure that I kept up with my appointments….  Every time I would 
schedule my appointments regularly, and make sure that I got to the 
appointments, and for everything. The ultrasound appointments and the lactation 
consultant, and just made sure I followed up with everything. My anesthesia 
consult. Just made sure I followed through with all of those things, and just taking 
my prenatal vitamins and drinking water, and trying to do everything they 
suggested. 
I followed a similar process for the theory-driven codes, but they were, by nature, 
developed with the theory in mind rather than through strict adherence to the participants’ 
words.  An example of a theory-driven code in the postpartum women’s dataset is: 
AffRecPres_MO.  The name/description for this code is as follows:   
Presence of affective recognition – self-confidence: Participant describes 
interaction with provider that suggests the presence of Honneth's sphere: affective 
recognition.  This is grounded in intimate relationships, but the overall outcome is 
self-confidence.  Participant describes provider showing some kind of affection 
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(verbally or otherwise) or emotional support and/or describes an interaction that 
leads to participant feeling more self-confident. 
An example of text that was coded as AffRecPres_MO (from the postpartum women’s 
data): 
But um she made me feel very comfortable, very confident that, you know, I 
could do it. Um, she came and visited me, like, um, she’s like oh – she came and 
saw me twice in the hospital, made sure everything was okay. She visited me 
while I was in the hospital and then she came while [Name of baby] was still in 
the hospital. 
 I defined the codes in NVivo as I went along, and also copied them into an Excel 
codebook.  After I coded a few interviews, I shared my initial codebook with my first 
reader.  She had previously read several interview transcripts and was familiar with the 
data based on those transcripts and on our ongoing conversations about the analytical 
process.  We reviewed the codebook (Appendix J, Appendix K) together and she 
approved of the process I was undertaking.   
I maintained an analysis tracker spreadsheet in which I made note of each 
interview, the date I completed the first round of coding, and the codes that seemed most 
relevant in that interview.  Then, when I completed my second round of coding, I had 
clear documentation of which interviews needed to be coded for newer codes.  For 
example, if the third interview I coded yielded five new codes that then were relevant in 
subsequent interviews, I went back in the second round and re-coded the first two 
interviews with those new codes, as applicable.  NVivo also indicates when a code (or 
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“node”) was created, so I was able to compare those dates with the dates of completion of 
each interview’s first round of coding as indicated on my analysis tracker spreadsheet to 
ensure that all interviews were coded for all codes.  In addition, I coded all interviews for 
codes informed by my theoretical framework: recognition theory and intersectionality.  I 
coded all of the postpartum women’s interviews, and then followed the same coding 
process for the providers’ interviews.  I developed a separate codebook for the providers’ 
interviews.   
The third and fourth steps in Braun and Clarke’s method is to search for themes 
and to review themes (2006).  After coding several interviews with postpartum women, I 
grouped the codes into major themes (in NVivo, these are coded as “parent nodes”).  The 
final themes in the codebook for the postpartum women’s interviews were: 
Demographics, Substance use, Pregnancy, Pregnancy and treatment, Prenatal care and 
provider (general), Prenatal care provider – interactions and relationship, Other medical 
providers – interactions and relationships, Delivery and postpartum, Child protective 
services experiences, Recognition theory, Intersectionality, and Self-advocacy.  The final 
themes in the providers’ codebook were:  Substance use, Prenatal care (general), Prenatal 
care patients – interactions and relationships, Other medical providers – interactions and 
relationships, Intersectionality, Recognition theory, Macro/systems. 
Many of the codes created for the providers ended up being parallel to the codes 
for the postpartum women’s sample.  While I may have developed the interview 
protocols with somewhat parallel themes, I found in coding the interviews that both 
samples were talking about their experiences in similar ways. For example, I kept 
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“Substance use” as a parent node or major theme in the providers’ codebook; this 
included codes where the provider talked about the types of substances misused by her 
patients, thoughts on pregnancy and SUDs, etc.  So, while the “child nodes” or codes are 
not necessarily parallel in the two samples, the overall theme or parent node is.   
In the fourth stage of analysis, reviewing the themes (Braun & Clarke, 2006), I 
considered the codes and themes in relation to one another.  To do this, I utilized 
mapping techniques available to me in NVivo.  For example, for the postpartum women 
participants, I looked at the relationship between misusing substances while being aware 
of their pregnancy (Code: SubPregAware_MO) and feelings of guilt (Code: 
GuiltPreg_MO); I also looked at the relationship between the Guilt code and misusing 
while being unaware of their pregnancy, and the Guilt code and not misusing at all during 
pregnancy.  I made comparisons across these relationships to inform my findings 
regarding substance misuse during pregnancy and feelings of guilt.   
The fifth step is to define the themes:  Braun and Clarke suggest that the 
“essence” of the themes is elucidated (2006, p. 92).  In this final stage of analysis, it is 
necessary to go beyond the identification of a theme and explain exactly why it is 
significant (Braun and Clarke, 2006).  This stage is composed of writing detailed 
analyses, which I present in chapters 4-6.  It involves telling the “story” of the data, and 
how it all fits together (Braun and Clarke, 2006).  During this stage, I wrote an initial 
outline of my findings based on the mapping of coding occurrences and relationships in 
NVivo.  I then discussed this outline with committee members, and revised it based on 
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our conversations.  I then developed a final outline of findings which told the “story” of 
the data I had collected.   
The sixth phase in Braun and Clarke’s thematic analysis is to produce the report 
(2006).  This dissertation, a product of my work and feedback from my committee, 
reflects that sixth phase.   
Addressing Trustworthiness 
 I employed a number of strategies to ensure trustworthiness, or credibility, in this 
qualitative research (Guba, 1981; Shenton, 2004).  I utilized approaches outlined by 
Shenton (2004) including: 1) developing familiarity with the culture of participating 
organizations; 2) triangulation of data; 3) strategies to ensure honesty from participants; 
4) frequent debriefing sessions; 5) researcher’s reflection; and 6) member checks.  I will 
discuss my efforts toward these strategies below.   
I have developed familiarity with pregnancy and parenting in the context of SUDs 
through my work over the past several years.  I have worked as a doctoral research 
assistant on numerous studies (P.I. Paris) evaluating the effectiveness of interventions 
developed to support parents with SUDs who have young children.  Further, I completed 
an MSW internship in the maternity inpatient unit of a hospital in which deliveries of 
babies who have been exposed to substances in utero occur at high rates.  As part of that 
internship, I did some work at the hospital’s specialty prenatal clinic for pregnant women 
with SUDs.   
I attempted to triangulate data sources by interviewing both postpartum women 
with SUDs and prenatal health care providers.  My initial interest in this study came from 
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years of working with women with SUDs and hearing about their experiences.  However, 
I knew that in order to fully understand prenatal care in the context of SUDs and the 
patient-provider relationship, it was equally as important to hear from prenatal care 
providers.  I also attempted to diversify the locations from which I was recruiting 
participants – both urban and rural areas within three different states – in order to hear 
from a broad range of perspectives.  Where my efforts failed, however, was in ensuring a 
range of participants in terms of their racial and ethnic backgrounds.  In my professional 
experiences, I encountered mostly white women in treatment programs.  Prior to 
proposing this dissertation study, I spent time interviewing key informants – 
professionals who work in the field – to try to understand the reasons why we had seen so 
few women of color in the treatment programs and the locations where those women 
were receiving treatment.  The reasons seemed to be unclear and my efforts at reaching 
out to programs where more women of color may have been receiving treatment were 
unsuccessful.  I will discuss this limitation further in Chapter 7. 
Previously in this chapter, I wrote about my efforts to encourage honesty from the 
participants.  These efforts included establishing rapport prior to the interview and 
emphasizing that I was a separate entity from the participant’s treatment program or place 
of employment and that their responses would remain anonymous and would not be 
connected to their program or place of employment.  I made clear that the way they 
responded to my questions would in no way affect the treatment they received, their 
medical care, or employment.  I made every effort to remain as neutral as possible and 
open to the participants’ responses to my questions.  When I initially proposed this study, 
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my committee rightfully raised concerns about the ways in which my bias due to my 
previous work experience might affect my study, particularly data collection and analysis 
with regard to the provider sample.  I took their concerns seriously and, at their 
suggestion, did some journaling about my intentions and beliefs regarding my 
dissertation topic.  I believe that those efforts helped me to maintain openness in the 
interview process, and hopefully facilitated honesty on the part of participants.   
I met regularly with Dr. Paris, my first reader/advisor, during the data collection 
and analysis process.  These meetings allowed me to debrief on what I was hearing from 
participants and the ways I was approaching analysis.  She reviewed the transcripts of 
several interviews.  She read them early on in the data collection process to assess my 
credibility as an interviewer.  During the data analysis process, Dr. Paris read several 
other transcripts as context for our discussions about the development of my codebooks.  
We also reviewed together the coding that was in process and she approved the ways that 
I was developing and using the codes.   
 As the researcher, I spent a great deal of time in reflection regarding the data 
collection process and the data itself.  Immediately after each interview, I wrote a memo 
detailing my impressions and questions.  I was honest in these memos and could reflect 
on any strong reactions I had to the interviews, as well as pose questions that continued to 
inform my data collection.  I also spent time reflecting with Dr. Paris and other 
committee members on my reactions to the data.  They served as a sounding board as I 
continued in the analytical process to help ensure that my reactions and biases had limited 
influence on the analysis.   
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I made efforts toward conducting member checks, which I previously detailed in 
this chapter.  My efforts toward member checks with the sample of postpartum women 
were unsuccessful.  However, I was able to conduct member checks with a percentage of 
the provider sample upon which my first reader and I had agreed.    
Summary 
 In this chapter, I provided an overview of the study design, including study 
procedures and data analysis.  I detailed the ways in which I recruited study participants 
(N=19 postpartum women; N=10 prenatal care providers) and how I approached data 
collection.  I also outlined my coding/analytical process, following the six stages of 
thematic analysis, as outlined by Braun and Clarke (2006).  Finally, I provided an 
overview of the strategies I employed to ensure trustworthiness in the research.  Copies 
of recruitment materials, data collection materials – including interview protocols – and 




CHAPTER 4: “I JUST WANT THE BEST FOR HIM:” PREGNANCY IN THE 
CONTEXT OF SUBSTANCE USE DISORDERS – PERSPECTIVES OF 
POSTPARTUM WOMEN 
 
Introduction to Findings 
The primary goal of this study is to understand prenatal care in the context of 
SUDs from the perspectives of postpartum women in recovery and prenatal care 
providers.  Specifically, I focused on exploring relationships and interactions between 
pregnant women in recovery and their prenatal care providers.  The research questions 
that guided the study can be found in Chapter 3 on page 33.  With these questions, my 
goal was to understand how women with SUDs make sense of their pregnancies, how 
they characterize their interactions and relationships with providers, how they perceive 
their providers’ views about them as pregnant women with SUDs, and how they 
understand their own role in obtaining optimal prenatal care.  I also sought to understand 
how prenatal care providers approach developing relationships with women with SUDs, 
and what their thoughts are regarding perinatal women with SUDs. 
The answers to these research questions are far-ranging and involve an in-depth 
understanding of the experiences and thoughts of women with SUDs and health care 
providers regarding pregnancy and prenatal care in the context of SUDs.  The findings 
section will consist of three chapters.  The current chapter, Chapter 4, describes the 
women’s perspectives on their pregnancies, particularly in light of their SUDs.  A more 
in-depth overview is provided below.  Chapter 5 presents findings informed by 
recognition theory and the three spheres of recognition: affective recognition, rights 
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recognition, and achievement recognition.  Findings from this part of the analysis 
describe the perspectives of postpartum women with SUDs and those of prenatal care 
providers regarding interactions and relationships through the lens of each of the three 
spheres.  This chapter includes findings that suggest postpartum women felt largely 
recognized and supported by their prenatal care providers, thus influencing how they 
viewed themselves.  Similarly, the findings indicate providers in this sample approach 
prenatal care with women with SUDs in a way that fosters connection with and 
empowerment in the women.  Finally, Chapter 6 presents a brief overview of findings 
informed by intersectionality related to postpartum women’s and providers’ perspectives 
of prenatal care.  It also includes data-driven analyses of: 1) Postpartum women’s 
perspectives on providers’ perceptions of them; 2) Providers’ perceptions on perinatal 
women with SUDs, including challenges in caring for pregnant women with SUDs; 3) 
Providers’ perspectives on what they need to support their work with pregnant women 
with SUDs; and 4) Postpartum women’s perspectives on their own roles in prenatal care, 
including the ways in which they advocated for themselves.  
Current chapter   
The women’s thoughts about their pregnancies as they contended with their SUDs 
provide a foundation for their experiences with the health care system at large and their 
interactions and relationships with their providers.  This chapter will focus on three main 
themes from the mother’s perspective: 1) Reactions to pregnancy; 2) Misuse and 
recovery informing further feelings about pregnancy; 3) Pregnancy fears.  “Reactions to 
pregnancy” underscores the complexity inherent in finding out about being pregnant, 
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specifically in the context of SUDs.  “Misuse and recovery informing further feelings 
about pregnancy” explores the ways in which the degree of severity of SUDs and their 
stage in recovery informed women’s unfolding feelings about their pregnancies.  
“Pregnancy fears,” describes the women’s ongoing worries during their pregnancies.  
 Pregnancy in the Context of SUDs – Perspectives of Postpartum Women 
The women recall highly complex feelings associated with discovering they were 
pregnant.  These multifaceted feelings toward the pregnancy remained throughout its 
duration – whether she had been actively misusing substances while pregnant, whether or 
not she was aware of her pregnancy while misusing, or whether she had been more 
established in her recovery and was receiving medication-assisted treatment (MAT).  
While human reactions to major life events are rarely altogether straightforward, and 
indeed, while many women have complicated emotions regarding pregnancy and the 
transition to motherhood (e.g., Nelson, 2003), the relationship the women in this sample 
had with their pregnancies was inextricably tied to their relationship with the substances 
they misused, both past and current.  Further, embedded in their relationships with 
substances of misuse was typically a deep sense of shame.  For many of the women in 
this sample, that sense of shame manifested as the more accessible feeling of guilt, as 
well as worry or fear.  This mixture of feelings formed the basis of how the women 
engaged with prenatal care.  
Reactions to pregnancy  
Most of the women were surprised by the news of their pregnancy.  In this 
sample, the pregnancies were largely unexpected and caught many of the women off 
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guard, particularly those who had been actively using.  For many of the women, in 
addition to their substance misuse, other circumstances for pregnancy were not ideal.  
Difficult living situations, a tenuous or abusive relationship with the baby’s father, or 
overall lack of support were factors.  For some women, accompanying the shock was the 
question of whether she would choose to continue her pregnancy, or decide to end it.  
I was shocked…. I honestly didn’t know what to do.  I was living with a friend, 
me and [the baby’s] father were… not that stable together….  I didn’t have my 
own place, didn’t have a job, I was doing drugs.  Like, I had no right to have a 
child.   
This type of reaction to the pregnancy was common among the women, particularly 
among those who were actively misusing during their pregnancy.  The woman quoted 
above, however, utilized a distinct semantic choice in her recollection of her reaction – 
one that some, but not all of the women who grappled with this expressed.  She felt as 
though she had “no right to have a child.”  While some women wondered if they could do 
it, due to stressful factors in their lives accompanying their SUDs, this woman wondered 
whether or not she should have the baby.  Several of the women recalled struggling, in 
some way or another, with whether or not they could or should be a parent to their baby.  
The magnitude of parenthood and the enormous amount of effort and commitment ahead 
of them – compounded by their SUDs – were not lost on them.  Nearly all of the women 
connected their overall pregnancy reactions to their SUD; whether they placed it in a 
context of disbelief and fear or in how their pregnancy became a source of motivation for 
recovery, the SUD was at the center of their discussions about their reactions.    
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Overwhelmingly, the response of the women to their pregnancy was ambivalent.  
Mixed in with positive emotions, a common reaction was fear – fear related to likely 
involvement of child protective services (CPS), fear about how their substance misuse 
might impact the baby, and fear about how they were going to manage it all.   
I was really disappointed actually… and… scared, because I had already had 
three children with so many things… like, either the law or [CPS] or just not 
being ready financially and things like that and I was not expecting it….  
Some women recalled painful experiences of losing custody of other children as a strong 
factor informing their reactions to this pregnancy.  The memory of previously losing 
custody of their children was difficult to separate from any reactions to the current 
pregnancy.  Further, while CPS involvement was more or less a certainty given the 
women’s histories of SUDs, the CPS outcome was expressed as something that was, in 
many ways, out of their control.   
[At] that time I didn't know [what my reaction was]. I was more scared because I 
didn't want [child protective services] coming to take… the baby. I didn't know if 
they were going to let me keep the baby or if they were going to take custody of 
the baby like they did with the other [kids]…. I was kind of happy, too [upon 
finding out about pregnancy].  
This hesitation to feel happiness was evident for many of the women.  With so many 
unknowns – the stability of the recovery, possibility of relapse, and the extent to which 
CPS would be involved – happiness was not always at the forefront of their reactions; it 
was, however, allowed in.   
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Some women expressed little ambivalence.  “I was happy…. I was sober and 
there was no reason why I couldn’t have this baby.”  Sobriety, however, was not a 
necessary factor in women expressing unmitigated excitement.  A few of the women who 
felt happy without reservation were also women who reported misusing substances at 
some point during their pregnancy.   
Many of the women in this sample saw their pregnancy as a blessing in disguise.  
The pregnancy and the baby served as motivation for starting or continuing their 
recovery.  “I was surprised…. I wasn’t upset…. I was very happy, like, she was a 
blessing in disguise, you know, ‘cause I feel like if I wasn’t pregnant I probably would 
have relapsed.”  Some of the women expressed similar sentiments about the motivational 
aspect of the pregnancy.  For one participant, the motivation did not come immediately.  
She struggled tremendously with her SUD and with negative thoughts about herself at the 
beginning of her pregnancy.  When the motivation did arrive, however, it was as if a 
lightbulb had been turned on.   
Then something in me changed where I hate my life, but I don't want to end it. 
I’m sick of this lifestyle. I’m sick of living like this. This isn’t what I want to do, 
but this isn’t the end of [Name of participant]. There’s going to be something 
more. I have four kids, or I’m going to have four kids now to live for, so it’s like I 
have to do something. I was sick of not seeing my family.  Something in me just 
wanted something different.  I don’t know how to explain it….  Something 
happened, thank God.  
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Misuse and recovery informing further feelings about pregnancy  
As the women’s SUDs went hand in hand with their reactions to their 
pregnancies, the severity of their SUD and their stage in recovery informed their ongoing 
feelings about their pregnancies.  A little more than half of the women reported actively 
using while aware of their pregnancy; all of those women recalled struggling with 
difficult and negative emotions about themselves, their SUD, and their pregnancies.  For 
example, only the women who were actively using while aware of their pregnancy talked 
about strong feelings of guilt, often coupled with deep sadness or depression.  All but one 
of the women who reported using while being aware of her pregnancy talked about 
feeling guilty.  None of the women who reported misusing while being unaware of their 
pregnancy (and then not misusing again after they found out they were pregnant) talked 
about feelings of guilt.  Similarly, none of the women who were receiving MAT and did 
not misuse during their pregnancy talked about feeling guilty.   
The women who were misusing substances while aware of their pregnancies 
reported strong, negative emotions during this time.  “I had a lot of guilt. I kind of hated 
myself at some points….”  For some women, these feelings of guilt were tied up in the 
judgment they felt that they would face.  One woman talked about fearing the judgment 
of others, intertwined with her own feelings of self-loathing.  
I felt really selfish, and really useless….  Everything was just meaningless to 
me…. It felt like I was undeserving of it all....  I was ashamed. I was trying to hide 
[the substance misuse] even more when I was pregnant because I felt like I’d be 
judged, like they would try to take [the baby] from me.  
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Another woman talked about previously imposing this judgment on other pregnant 
women with SUDs; now it was self-imposed.   
It was depressing, especially thinking back on it now. I felt horrible about myself. 
I didn’t want anybody to know that I did [use].  I was embarrassed, and ashamed, 
because I know how I felt about other women that used during their pregnancy…. 
I was like, ‘You got to be kidding me. How can you not stop? You have a fricking 
baby in your stomach, how can you do that to that child? It’s not you, it’s the 
child.’ I was extremely judgmental, looking down my nose at all those women, 
you know, that I knew of, that were using during their pregnancy. Like, ‘It's not 
just you, you’re hurting that baby.’ You know?  
Her question of “how can you not stop [using]?” recurs in the recollections of many of 
the women who talked about misusing while being aware of their pregnancies.  Their 
discussions reflected the reality of the substance use disorder itself, and how using or not 
using was much more complicated than simply making a choice.  Many women touched 
on the often-times precarious nature of being in recovery, and the stressors that make 
relapse more likely.  One woman talked about how a medical diagnosis unrelated to her 
pregnancy precipitated a relapse.  
[It] was… emotionally painful. I just kind of felt a lot of failure, like it was my 
fault, like I brought it on, like I could’ve done things to… keep her safer. And if I 
can’t even keep her safe in my body, how am I going to mother her? So, I kind of 
gave up. I kinda said, ‘Even if it isn’t my fault, things are going to happen that I 
can’t control, and what’s the point?’ 
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In the midst of this shame, some women reflected on the pregnancy as the 
impetus for recovery.  One woman expressed the pain and guilt that accompanied her 
strong motivation to change for her baby.   
One of the reasons why I chose Subutex over methadone was because the chances 
of NAS [neonatal abstinence syndrome] were lower, but, just my luck, he was 
born with it and it just broke my heart because he didn't ask to be born to a mother 
who was an addict. He didn’t ask for any of that. I just want the best for him. 
[Starts to cry softly] …. I don’t want him to be exposed to that life.  I don’t want 
him to think I neglected him at all, because I didn’t. I changed my whole life 
around for him, and myself, but him first. 
Another woman talked about a different motivation involving her child – one that 
allowed her to work on processing her feelings of guilt regarding her substance misuse 
during pregnancy in order to better support her child.  
Like, it was bad. And I would never want to do that again. I would never. Never. 
I'm very ashamed of it, but I know it is part of my story. And I have to forgive 
myself, because I can’t live with that guilt. I need to process it, and do away with 
it, because if I hold onto that, I'm going to mess up his parenting as well, because 
when you parent with guilt, they suffer.  
For this mother, the pain associated with her substance misuse during pregnancy was 
something she is continually processing, with the help of an effective therapeutic 
treatment program.  This willingness to process feelings and experiences is another 
example of the ways in which the women worked toward being better parents to their 
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children – in pregnancy and beyond.  As reported by the women, the effort required for 
recovery, particularly in the context of parenting, seems tremendous.  The woman quoted 
above talked about her hard work just to be in recovery in the midst of shame, stigma, 
and pain, and then the work she puts forth to process those negative emotions and 
experiences in order to be a better parent.  
Pregnancy fears 
Beyond the initial generalized fear, the women also talked about specific worries 
and fears they had about their babies throughout their pregnancies.  The vast majority of 
women worried about the impact their substance misuse would have on their babies and 
their parent-child relationship, including: (1) involvement of child protective services; (2) 
an overall worry about substance misuse during pregnancy, and how it would affect the 
baby; (3) fear about the baby’s development of withdrawal symptoms after birth, and (4) 
uncertainty about the impact of the different options of MAT on the baby.  These worries 
accompanied the women into prenatal care and into their relationships with their 
providers.  Notably, underlying most of these worries was a sense of shame.   
So, I was afraid she was going to be really small…. I think I was also ashamed.  
You know, I didn’t want to know really if she was going to have all of her fingers 
and toes.  I mean, I knew that she did, but you know what I mean?  I didn’t want 
to go there, I think.   
This pull between wanting information and avoiding it was common.  The women’s 
fears, compounded by shame, were intertwined with their reasons related to whether or 
not they disclosed their substance misuse to their providers.  The fears – often quiet, 
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deep, and isolating – that arose in the early stages of pregnancy and remained throughout 
were influential in the women’s relationships with their providers.   
 Somewhat surprisingly, only about half of the women talked about the potential 
involvement of CPS as a primary concern.  The women in this sample expressed more 
concern about the physical ramifications of their substance misuse or MAT on their 
babies, as opposed to possible CPS involvement.  While both potential outcomes – CPS 
involvement and a negative impact on the child’s health and development due to 
substance exposure – could be attributed to their SUDs, the women seemed more directly 
concerned with the impact on the child’s health and well-being.  As one woman put it, “If 
anything had been wrong with him, I'd never forgive myself.”  To be sure, the potential 
involvement of child protective services was highly relevant to these women.  A few 
women mentioned the possibility of CPS involvement as not only a fear, but also one of 
the reasons they initially avoided accessing prenatal care.   
I was afraid that something could be wrong with her. I was afraid of how the 
doctor might look at me or react to me being a drug user, and I was afraid of 
[child protective services] being involved even though they obviously got 
involved because when you're on methadone, they still have to come and make 
sure. 
Despite its inevitability, interaction with child protective services was concerning.  
“[Child protective services] was always my fear, because I was a recovering addict.  I 
thought they were just going to rip him from me and take him from me.”  
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 Several women were worried about the extent to which their babies would 
experience withdrawal symptoms after birth.  The women themselves had experienced 
opioid withdrawal.  Their worries about their babies experiencing similar discomfort 
included an identification with the baby, and an acknowledgment of the potential impact 
of their decisions regarding MAT during pregnancy on their babies.   
I asked them [at the opioid treatment program] like, is this even good for a baby? 
Like I know how I feel as an adult, like missing a dose or being late, not feeling 
good, and imagine like a baby that's so tiny, like taking half what you're getting, 
and they come out and they're sick….  [I was worried about] the withdrawing 
part.  That was a big thing… and if he’s gonna be okay. 
Many women also talked at length about their decisions to start MAT and how they 
decided to choose – if they had a choice – between methadone and buprenorphine.4  A 
few women wanted to avoid MAT altogether and try to go “cold turkey.”  From their 
perspectives, receiving MAT meant they were still taking drugs that could harm their 
babies.  Several women talked about their efforts to better understand the impact of 
exposure to MAT on their babies.   
I was constantly Googling things like, ‘What is Subutex this, this?’ and ‘Can 
taking Subutex-?’ You know, ‘Can he have a deformed tail?’ or, ‘Can he have an 
                                               
4 Methadone and Buprenorphine are medications used to treat individuals with opioid use disorders.  
Methadone is an opioid agonist, which means that it activates opioid receptors in the brain. Buprenorphine 
is a partial agonist, which means that it activates the opioid receptors in the brain, but to a lesser extent than 
a full agonist like methadone. Buprenorphine is also an antagonist, in that it blocks other opioids and 
suppresses cravings.  Buprenorphine is also known by its brand name, Subutex.  Another commonly-used 
medication is Suboxone, which is a form of buprenorphine (SAMHSA, 2018; NAABT, no date).   
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extra finger?’ or ‘Can this happen-?’ or, ‘Is he going to go through withdrawals?’ 
or, ‘Is it okay to do this?’ Yeah. Constantly worrying. 
Similar to worries about their baby’s exposure to MAT, many women were worried about 
the impact of substance exposure in general.  Commonly intertwined women’s worries 
about their baby was a need for reliable information about the impact of in utero exposure 
to substances on children’s health and development.  This was coupled with an 
internalization of others’ experiences, and misinformation conveyed through popular 
media or other sources.   
And I’m thinking, she’s just gonna have this horrible life because I couldn’t deal 
with a couple minutes or a day or hours… of pain or sadness or whatever….  
[Cause] I did drugs. You know? We all know drugs are bad for us, and also you 
hear the whole, like, crack babies thing. Really, the only things previous that I 
knew about drugs and children or had ever heard about drugs and children was 
that I knew some time ago before I was born, there was like, a crack babies 
epidemic. Literally, just in those terms, in my mind, was like all I knew. This 
foggy idea of sometime in the past. I never even read anything about the crack 
babies epidemic, I just knew it was something that happened. And I'm thinking of 
kids with cleft palate, I don't know, and like, weird heads. That was the only 
association I had in my mind, was like, ‘I did drugs and I'm four months 




For this woman, the line between the internalized shame common among individuals 
with SUDs and the internalized stigma of being a pregnant woman with a SUD was 
blurry.  Contributing to that stigma is the public discourse on SUDs – particularly as it 
relates to pregnant and parenting women.  In the example above, the study participant 
vaguely recalls hearing of the “crack babies’ epidemic” and the sense of doom that 
accompanied its coverage in the 1980s.  This, coupled with her own sense of shame 
related to her substance misuse, contributed to her fear about her baby’s well-being. 
The issue of misinformation came up repeatedly in the women’s discussions of 
their worries and fears.  From the woman quoted earlier who thought child protective 
services was “going to rip him from me and take him from me” to the woman who 
Googled whether or not Subutex could result in her baby being born with an “extra 
finger,” the fears were heightened by the lack of clear, trustworthy information not rooted 
in moral judgments.  The women in this sample were beginning prenatal care with a 
significant need for accurate information and with questions that some of them were 
ashamed to ask. 
Summary   
In this chapter, I have presented findings from the sample of postpartum women 
with SUDs regarding their perspectives on their pregnancies in the context of their SUDs.  
These findings reflect a data-driven analysis, an “open coding” process, not driven by 
theory, but by the words of the women themselves.  The findings were organized by three 
main themes: 1) Reactions to pregnancy; 2) Misuse and recovery informing further 
feelings about pregnancy; 3) Pregnancy fears.  The women described their complex 
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feelings about their pregnancies – feelings to which their SUDs were always connected.  
At the root of those complex feelings was shame about their substance misuse and guilt 
about the ways in which their babies might be affected.  The extent to which that sense of 
guilt was conveyed was related to the woman’s stage in recovery and the severity of her 
misuse during pregnancy.  The women also talked about their motivation toward 
recovery because of their pregnancies.  Additionally, they discussed a number of worries 
and fears about their pregnancies, the vast majority of which were related to their SUDs.  
The women in this sample appeared to be entering into prenatal care with fragility, 
shame, and worry, on the one hand; on the other hand, many reported feeling newly 
motivated, with a sense of determination to facilitate better health outcomes for their 
babies.  
The next chapter will present findings from the theory-driven analysis informed 
by recognition theory.  It will explore the relationships and interactions in prenatal care 





CHAPTER 5: “VERY WORTHWHILE HUMAN BEING:”  
RECOGNITION THEORY AND PRENATAL CARE IN THE CONTEXT OF SUDS –  
PERSPECTIVES OF POSTPARTUM WOMEN AND PROVIDERS 
 
Recognition Theory 
Honneth’s recognition theory is useful in analyzing how postpartum women with 
SUDs and health care providers experience prenatal care in the context of SUDs.  
Honneth argues that a lack of recognition, or acknowledgement, of an individual results 
in a negative impact on the individual’s sense of self (1995).  Overall, the postpartum 
women in this study reported positive interactions and relationships with their prenatal 
care providers, although they suffered from a lack of recognition in the broader society.  
Similarly, the providers in this study largely spoke of their efforts to approach caring for 
pregnant women with SUDs from a compassionate, supportive perspective.  This chapter 
will be divided into three main sections based on Honneth’s three spheres of recognition: 
affective recognition, rights recognition, and achievement recognition (1995).  While 
recognition theory was more useful in understanding experiences of the postpartum 
women than it was in understanding experiences of the providers’, it was, nonetheless, a 
helpful theory in understanding both samples’ experiences receiving and providing 
prenatal care. 
The affective sphere, which consists of emotional support and caring in the 
context of relationships, was most helpful in understanding women’s and providers’ 
perspectives on the patient-provider relationship.  Therefore, I will devote the majority of 
this chapter to findings informed by the affective sphere of recognition theory.  However, 
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I will also discuss findings informed by achievement recognition and, to a lesser extent, 
rights recognition.   
Current chapter 
This chapter is divided into six main sections, some of which also include 
subsections:  
1) Affective Recognition: Postpartum Women’s Perspectives – Relationships 
With Providers; 1.a) Affective recognition: Postpartum women’s perspectives – Provider 
traits that facilitate connection; 1.a.1) Affective recognition: Postpartum women’s 
perspectives – Provider traits that facilitate connection: Nonjudgmental; 1.a.2) Affective 
recognition: Postpartum women’s perspectives – Provider traits that facilitate connection: 
Caring and supportive; 1.a.3) Affective recognition: Postpartum women’s perspectives – 
Provider traits that facilitate connection: Being medically informative; 1.b) Affective 
recognition: Postpartum women’s perspectives – Provider traits that impede connection 
2) Affective Recognition: Providers’ Perspectives – Relationships With Pregnant 
Patients With Suds; 2.a) Affective recognition: Providers’ perspectives – Traits that 
facilitate connection; 2.a.1) Affective recognition: Providers’ perspectives - Traits that 
facilitate connection: Nonjudgmental; 2.a.2) Affective recognition: Providers’ 
perspectives - Traits that facilitate connection: Compassion and positivity.   
3) Affective Recognition: Postpartum Women’s Perspectives – Other Interactions 
Within The Health Care System During Pregnancy 
4) Rights Recognition: Postpartum Women’s Perspectives On Prenatal Care 
5) Rights Recognition: Providers’ Perspectives On Prenatal Care  
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6) Achievement Recognition: Postpartum Women’s And Providers’ Perspectives 
On Relationships In Prenatal Care.   
See Table 4: Main recognition theory findings (Appendix L, page 211) for an overview 
of main findings related to recognition theory. 
Affective Recognition: Postpartum Women’s Perspectives – Relationships with 
Providers 
At the root of recognition theory is the mutual acknowledgment of one person by 
another that they have worth and dignity (Honneth, 1995).  One of the forms, or spheres, 
of this recognition is affective recognition, in which, through emotional support and 
caring, an individual recognizes or acknowledges the physical and emotional 
vulnerability and dependence of another (Honneth, 1995).  In other words, we do not 
exist as isolated individuals fully capable of self-sustenance.  This particular type of 
recognition, according to Honneth, facilitates self-confidence in the person on the 
receiving end of it (1995).  Of the three spheres of recognition, the majority of the 
postpartum women in the sample most frequently identified experiences and provider 
traits related to affective recognition.  This section is divided into two subsections.  In 
this current and first of the two subsections, I will provide an overview of postpartum 
women’s descriptions of their relationships with providers that I characterized as related 
to the affective recognition sphere.  In the second part of this section, “Provider traits 
that facilitate connection,” I will discuss the ways that affective recognition manifested 
in the relationships, as seen from the perspectives of the postpartum women, and as 
identified through my analysis.    
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Affective recognition: Postpartum women’s perspectives – Relationships with 
providers 
Many women talked about what it meant to them that their provider showed them 
caring and support.   While feeling cared-for took numerous forms for the women in this 
study, simply the idea that their providers cared about them stood out as noteworthy.  
One woman described what she appreciated the most about her midwife and the rest of 
the medical staff where she received her prenatal care. 
I’m gonna say how loving and caring they seemed and how much they explained 
things in detail to me…. Really, they weren’t just like, “We’re gonna do this, this, 
this, this, this.”… Doctors explain things in a way that patients don’t understand 
sometimes, and that wasn’t the case. She explained it in detail like, “This is what 
we're gonna do. If this happens, this is what we’ll do. If not, we'll do this.”… Like 
I said, very caring and understanding. I felt like I was on a personal level with… 
my midwife and my nurses. It was really nice. 
The woman quoted above described the midwife she worked with as “loving,” which was 
rare in this sample, but it speaks to how it felt to be on the receiving end of such care.  
For this woman, her midwife conveyed the utmost quality in caring about someone – 
typically reserved for more intimate relationships, and a therefore striking way to 
describe a provider’s approach.  For this participant, that display of love and caring took 
the form of taking time to explain things and being understanding of the woman’s history 
and current state.   
 
80 
 For many of the women in this sample, having support and a degree of caring 
extended to them was atypical, particularly in the context of working with professionals 
such as health care providers or social workers.  One woman talked about her strong 
concern for her baby given her substance misuse during pregnancy.  She discussed 
sharing those fears with her midwife, who then asked the participant if she would feel 
better if she had an ultrasound. 
She’s like, “Don’t worry. Everything’s fine. He’s measuring good and his 
heartbeat’s nice and strong. He’s a strong little boy.”…. They got me water and 
some crackers or whatever to eat. There was like a reclining chair…, “Put your 
feet up,” because they put me on the heartbeat monitor….  They treated me like I 
wasn’t a drug addict. They just treated me like I was just the mom that was 
freaking out over a cold.....   
A number of women referenced being treated “normal,” or unlike a drug addict, which 
this woman refers to as being treated like “the mom that was freaking out over a cold.”  
Some of the women in this sample saw themselves as different due to their SUD, but they 
talked about that difference in terms of “normal” versus not, or “like a human being” as 
opposed to a “drug addict.”  For the women in this sample who spoke of being treated 
“like a human being,” that treatment seemed to indicate something profound.  The same 
woman quoted above further described how it made it her feel to be treated like she 
“wasn’t a drug addict.” 
Weird, and like at first, I thought I was crazy. I thought something was wrong 
because I wasn’t used to it....  People being nice to me about it. Not even just 
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being nice, like, “Oh, good for you.” It's like people just treating me just like a 
person, not like a drug addict, not a loser. It was really uncomfortable in the 
beginning, which is weird....  I just felt like it wasn’t me. I don't know how to 
explain it, but like they were treating me like I wasn’t used to being treated, so I 
felt like I wasn’t myself, but I got used to it and I think I started to feel like, 
“Okay. I deserve to be treated like a person. I deserve to be treated, you know, 
because I am doing the right thing.” And it's hard, but it's good....  
Her realization that she deserves “to be treated like a person” as a result of her 
relationship with her health care providers is an example of how powerful, as Honneth 
would argue, being recognized – fully acknowledged – by another person can be.  This 
woman’s midwife and other medical staff were “being nice” in such a way that caused 
her to shift her thinking about who she was– that she deserves more than, presumably, a 
previous baseline expectation of being treated poorly.  Honneth posits that the presence 
of affective recognition in a relationship develops self-confidence in the recipient (1995).  
For this woman, and for others in this sample, self-confidence was something they had 
reported as largely lacking, particularly as pregnant women with SUDs.  That it reached 
the level of feeling as though she deserved “to be treated like a person,” as facilitated by 
her interactions with her midwives, was, Honneth (1995) would argue, a consequence of 
the presence of affective recognition in the relationship. 
 Other women talked about how their provider’s support and evidence of caring 
about them facilitated self-confidence in their recovery.   
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[There was this one doctor, [Name of OB/GYN], and she was incredible.  [She] 
just really talked to me about NAS and... she told me that as far as being on 
methadone, she was like, “Don't feel bad about being on methadone at all. Don't 
feel that you have to lower your dose or things like that. If you want to be on 
methadone for the rest of your life, there's no shame in it….”  It was incredible, it 
was great. I met her just one time, but that's the thing.  She had such a huge 
impact on my life….  [The OB/GYN] was personable….  She talked to me as a 
person…. I didn't feel like she was in a rush to get to the next patient or I didn't 
feel like just a patient, I felt like a person.... After seeing a doctor like [Name of 
OB/GYN], I'd walk out of there feeling, like, empowered and sort of like a 
boost…. 
The woman quoted above reported that she had been struggling in her recovery and felt 
positively impacted by one appointment with a provider who was supportive and made 
time for her.  She received her prenatal care at a practice in which patients saw multiple 
providers over the course of their pregnancies, rather than the same provider the whole 
time.  This woman only saw this particular provider once, but she talked about the impact 
the visit had on her – how significant it was to have a provider make time for her and 
reassure her about receiving MAT.  Like this woman, a few other women in the sample 
talked about being treated like a person, rather than “just a patient.”  This sort of framing 
is in contrast to the women who spoke of being treated as a person rather than as a “drug 
addict.”  While more women spoke of their treatment in contrast to being treated like a 
“drug addict,” there are parallels in the two different ways of framing the experience, and 
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both are relevant to experiencing affective recognition in the context of a relationship.  
For the woman quoted above, her provider’s display of support, including taking time to 
answer questions and validate the participant’s choices related to her recovery and 
pregnancy, resulted in “[walking] out of there feeling, like, empowered and sort of like a 
boost….” 
Affective recognition: Postpartum women’s perspectives – Provider traits that 
facilitate connection  
The postpartum women discussed the specific qualities of their providers that they 
found to be most helpful in facilitating a good relationship.  The vast majority of the 
qualities they talked about aligned with the providers showing emotional support and 
caring about the women as individuals.  In this section, I will discuss the three provider 
traits women most often mentioned as facilitating connection with them.  The postpartum 
women discussed the following qualities of their providers: 1) Being nonjudgmental; 2) 
Being caring and supportive; 3) Being medically informative, particularly about the 
impact of in-utero substance exposure on newborns and NAS.   
Affective recognition: Postpartum women’s perspectives - Provider traits 
that facilitate connection: Nonjudgmental.  The majority of women in the sample 
talked about how much it meant to them that their provider’s approach was 
nonjudgmental.  “[I liked just] how friendly she was and welcoming. She didn't judge. I 
think that was the main thing, is that she didn't judge you.”  Some of the women reported 
that the nonjudgmental approach was unexpected.  Many of them talked about having 
interactions with other health care providers in which they felt they were judged.  
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Additionally, many of the women in this sample reported feeling judged by others as a 
regular occurrence beyond their experiences in the health care system.   
For these women, having a prenatal care provider who was nonjudgmental 
facilitated a better relationship.  Feeling as though they were not being judged enabled 
critical aspects of the relationship to develop, such as trust and feeling comfortable 
disclosing important information.   
I was able to, like, trust him. I could tell him stuff I wouldn't be able to tell a 
different doctor, because they, in my opinion, wouldn't understand or [would] 
look at it in a different way, or judge. He didn't judge…. I would feel like, “Okay, 
I’m gonna be looked at as a piece of crap, like most addicts are looked at, and it’s 
gonna be uncomfortable, and I’m not gonna want to come,” and all that.  He… 
made it comfortable…. He just tried to help, which I don't know many doctors 
like that….  That was my thing, because you get judged from everywhere, 
especially in that, like, life. To know that I’m not gonna be judged from him, was, 
like, that’s why I liked him as a doctor. 
Similar to the woman’s perspective quoted above, others talked about how important the 
lack of judgment was for them to remain in the relationship and to continue seeing their 
prenatal care provider.  “If I felt judged I probably wouldn't have - I probably would have 
just left and went to a different place, because this was just like a big thing for me.” 
Some women were able to articulate exactly how their providers conveyed that 
they were nonjudgmental.  A few women reported that the nonjudgmental approach was  
conveyed nonverbally through body language and facial affect.  What may have seemed 
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innocuous to the provider was noticed by the patient.  “[She] didn't make a face, she 
wasn’t like, ‘Oh, well that needs to stop, and you need to get that taken care of.’ Like, she 
wasn’t rude about it, which I've had people be very rude about it.”  Others, however, 
articulated it more as a “feeling.”  “Just… I just… I could feel.  I just didn't feel judged. I 
mean, I know how it feels to be judged by somebody, because I've been judged my whole 
life….”  Many of the women reported experiencing a great deal of judgment in their 
lives.  The approach their prenatal care providers took was the absence of that judgment.   
Just her demeanor, the way she spoke, the things she said. She didn't, you know ... 
She sat, she spoke with me. I don't remember everything that she said.  I just 
know that – never once did I ever feel like... I never felt uncomfortable with her. I 
never felt judged by her. 
The woman quoted above highlighted how she felt around her provider rather than what 
her provider said.   
 Nonjudgmental response to SUD disclosure.  A significant aspect of the 
nonjudgmental approach was how the provider responded to the woman’s disclosure of 
substance misuse.  Many of the women talked about how their provider not only did not 
express judgment, but normalized the substance misuse. For these women, normalization 
of SUDs in prenatal care did not mean avoiding the topic, but rather medically assessing 
the patient’s need and then responding with the appropriate level of care.  The way these 
women described it, normalization was not an endorsement of the substance misuse, but 
rather an offering of support and resources. 
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You know, she has seen it a bunch of times.  She knows I didn't want to hurt the 
baby, but she did, you know, make sure she gave me options…. She was very 
supportive.  All I remember is how good I used to feel leaving there.  You know?  
And how I dreaded telling her, and she was so grateful that I did tell her. 
Normalization as a form of support resulted in this woman “feeling good” after she left 
her appointment with her provider.   
For many of the women, this normalization was manifested in the providers 
reassuring them, which was a form of caring.  For other women, the normalization came 
across as the provider being at ease in talking about substance misuse and MAT.  
He was very nonchalant about the subject. It was as if we were talking about a 
[baseball] game or the Super Bowl, like just, "Did you see the game last night? It 
was great." It was like, “Are you on your medicine? Are you doing everything 
right? That’s good.” No uncomfortability, no stuttering, no stopping to think 
about how to say something.  He was just natural at saying it because we knew he 
meant what he was saying.  Once the subject, for me at least, when it was touched 
upon the first time that was it.  Like I said, if it was something different, if the 
urinalysis came up any differently I don’t think he would have pushed you away. 
I think he would just try to offer you a higher level of care at that point. 
For the woman quoted above, her experience disclosing her SUD and having discussions 
about it were not different from having discussions about other aspects of one’s medical 
history.  It was not something to be ignored, but, particularly in the context of this woman 
doing well on MAT, it was treated like most other medical conditions.  The end of this 
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woman’s quote is also noteworthy.  She underscores the fact that, while she was doing 
well on MAT, she got the sense from her doctor that if she had not been doing well, he 
would have increased his level of care – not decreased his support.   
They didn’t try to make me feel like I really did anything wrong, even though I 
know I could’ve done a lot of things different.  But they never tried to make me 
feel like I was a bad mom or I was a bad person because of me being a drug 
addict or anything like that.  So I liked that a lot.  I felt like if I really needed to sit 
down and have a deep, serious conversation, I feel like they would’ve sat there 
and listened to me and given me the best advice that they possibly could.  So I did 
feel comfortable there, because that can be hard sometimes. 
According to the woman above, taking a nonjudgmental approach and normalizing SUDs 
included providing appropriate medical advice.  As these women indicate, what matters 
to them is that the medical advice is devoid of moral judgment.  As the woman quoted 
above notes, she already recognized that she “could’ve done a lot of things different.”   
 Affective recognition: Postpartum women’s perspectives - Provider traits 
that facilitate connection: Caring and supportive.  A second trait the women 
emphasized that facilitated connection was their providers being caring and supportive.  
In this section, I will describe how many of the women spoke about how providers 
showed they cared about them, and what that meant to them.  Often, this was expressed 
nonverbally, as the women reported feeling at ease as opposed to being on guard.  They 
noted their providers’ emotional warmth, as opposed to distance.  For instance, the 
providers didn’t scowl, they seemed present and as if they were not pressed for time.  
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“They’re so amazing there.  Whatever you choose and whatever helps you, they support 
that….  [They] were… very kind, and like I said, understanding…. [The midwife] just 
was… very open and welcoming, and she made me feel calm and comfortable.”   
I think she thinks…. I'm worthy of taking care of myself and another little human 
being, and that it can happen, and that if you just try to help people, it will 
happen.... Because she got to know me.  She didn’t just walk in with a clipboard 
staring at the paper and turn around.  She actually made eye contact with me, and 
she smiled, and she asked me questions….  She took the time out to learn other 
things about me, not just about the pregnancy.  That made me feel really good.... 
She was just friendly.  She made me feel like my concerns were her concerns. 
You know what I mean?  Like she wanted to make sure that I felt okay, that I was 
at peace.  
The woman quoted above encapsulates what many of the women discussed when they 
reported how much it meant to them to have providers care about them and support them.  
For these women, feeling like “[they are] worthy of getting good care” was meaningful.  
This woman reported that her provider indicated her worthiness and dignity by making 
eye contact, smiling, and asking questions.  As the woman quoted above noted, “That 
made [her] feel really good.” 
 Affective recognition: Postpartum women’s perspectives - Provider traits 
that facilitate connection: Being medically informative.  Many of the women in the 
study talked about how important it was that their provider was knowledgeable and able 
to convey clear information, especially regarding receiving MAT during pregnancy, the 
 
89 
impact of in utero exposure to substances on babies, and NAS.  They reported feeling 
anxious about how their babies would be affected by substance misuse or by receiving 
MAT.  Some of them reported that they had received a lot of misinformation, that they 
had just been relying on the internet, or that they were too afraid to pursue information.  
For these women, hearing from their providers about what to expect for their babies’ 
health went hand in hand with support because, for the vast majority, their providers 
delivered the information in a way that was absent any moral judgment.  One woman 
talked about how she felt after her OB/GYN offered her medical advice regarding her 
methadone dose.   
Kind of comforted just because he was so knowledgeable in the field with 
methadone and Subutex, and with NAS and how it works and everything, and 
very surprised….  I kind of expected him to be very upset more than anything or 
just not be knowledgeable of what happens afterwards, or have a brief description. 
But he really did sit down and talk me through a lot of the things. 
Some of the women expressed a similar experience of being surprised by the level of 
knowledge their providers had about SUDs and pregnancy.  In this case, not only was the 
provider nonjudgmental, but he was also knowledgeable and took the time to explain. 
 As a way of being recognized, and, in turn, cared for, receiving clear information 
devoid of judgment and morality contributed to some of the women’s levels of 
confidence.   
He made me feel much more confident…. He was very adamant about 
breastfeeding just to get that little extra 2% of the medicine that I take goes into 
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the breast milk and goes to him and it would help with withdrawal symptoms and 
bonding…. Everything he said was absolutely correct. It just made me feel really 
confident. He knew what I was doing and he made me feel like I didn’t have to go 
take myself off of it just to have, like a normal pregnancy.... He was just 
phenomenal. He was so knowledgeable in development with NAS, methadone, 
Suboxone, Subutex, pregnancy, stress….  
Many of the women were detecting that the provider was concerned for their well-being 
and for their baby’s well-being; they experienced the information as a way of showing 
that concern.  For many of the women, having a knowledgeable provider who took the 
time to explain aspects of their pregnancy that might have caused shame and fear was an 
instrumental aspect of emotional support in the patient-provider relationship.  As 
Honneth would argue, providing information is an essential form of support, as it 
increased their confidence (1995).  
Affective recognition: Postpartum women’s perspectives – Provider traits that 
impede connection  
While the majority of postpartum women in the sample spoke positively about 
their experiences with their providers, some of them talked about approaches or 
interactions that they did not like and that they wished had been different.  Almost all of 
the negative experiences had to do with how the provider responded to the patient’s 
substance misuse and the provider treating the patient in a judgmental way.  One woman, 
who received prenatal care from multiple providers during her pregnancy, talked about 
the discomfort she picked up on from one of the providers.    
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I feel like some of them didn’t want to talk about it. I feel like they felt like they 
just had to because that’s what was going on with me. But I don’t know. I think 
most of them did the best that they probably could’ve.... I feel like [one of the 
providers] didn’t want to tell me the wrong thing or scare me or anything like 
that.... She just looked like she was uncomfortable, like the way she was sitting 
felt like she just wanted to hurry up and talk about it and get out of the room. She 
was standing and kind of just pacing back and forth talking to me, and I don’t 
know. I just felt like maybe she just wanted someone else to have that 
conversation with me, not her. I don’t know. 
This woman, like so many others in the sample, was acutely aware of the nonverbal 
signals her provider was sending.  It is also noteworthy that she acknowledged the 
complexity in her provider’s reactions.  She said, “I think most of them did the best they 
probably could’ve” and they “didn’t want to tell [her] the wrong thing or scare [her] or 
anything like that.”  Some of the women, when they discussed feeling judged or 
uncomfortable around providers, qualified their statements by acknowledging the at-
times subjective nature of feeling judged by others.  Some women tried to reflect on the 
possible intentions of the provider when it appeared she or he was being judgmental.   
Like, there was one provider there that I felt was addressing [the substance 
misuse] concern a little too harshly…. I felt like she was judging me…. But, I felt 
like she was just trying to stress the seriousness of possible outcomes, but I feel 
like she could’ve done that in a different manner than sternness… She just ... in 
her tone of voice, sounded disappointed. 
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The women’s own backgrounds and histories with SUDs were complex, as were their 
reported feelings and reactions to their pregnancies.  Similarly, providers’ attitudes and 
approaches to caring for pregnant women with SUDs can be mired in complexity related 
to any number of factors.  When many of the women talked about experiences of feeling 
judged, they reported being clear in their perception that a health care provider was 
judging them.  However, some of them also reported more complicated perceptions of 
their providers.    
One woman, who had spoken very highly of her provider, talked about an 
incident early on in her prenatal care in which the provider assumed that the woman had 
Hepatitis C.   
…[So] when I first met him, he walked in, looking at the clipboard… and he's 
like,… “Your Hep C levels are low.”... I was like, “I have Hep C?” He looked at 
me and didn’t know what to say.  He looked down and he’s like, “Oh, well I just 
assumed.” Then he stopped himself…. I was like, “I didn't know I had Hep C…. 
If I do, I want to know.” He just said, “I assumed,” and then I can't remember 
what he said after because I was scared and about to cry…. [At a later 
appointment], I told him… “I never used IVs,” and he said, “Well, you can get 
Hep C from other ways, but that's not what I meant.” He was like, “But it's a good 
thing that you don't have it.” I’m like, “Yeah, thank God…. I was scared for like a 
whole week. I was scared to death.” 
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This woman reported how an assumption her provider made about her took a toll and 
caused a great deal of worry.  The woman said that she later defended the provider to 
other residents in her treatment program.   
I’m like, “Well, it wasn’t like that at all. It was an accident.” Someone, some 
paperwork or whatever put it there.  That’s not how he is.  He’s an awesome 
person.  I think maybe it made him realize he shouldn’t assume or he caught 
himself judging someone, so he changed his attitude with that.  Maybe that 
happened.  I don't know.  
This example highlights the damaging mistakes that can occur, even with providers who 
are otherwise, as this woman says, “awesome.”  The woman who shared this story 
reported looking past this mistake and allowing the relationship to be repaired, as she 
otherwise had very positive things to say about this provider.   
Affective Recognition: Providers’ Perspectives – Relationships with Pregnant 
Patients with SUDs  
In their discussions of approaches to prenatal care, the providers offered similar 
comments to those of the postpartum women. Importantly, Honneth argues that for 
optimal social and individual outcomes, recognition must be mutual (1995).  In this case, 
the women are seeking treatment from their provider, which acknowledges the authority 
and expertise of the provider.  While mutuality is important, this section and subsequent 
provider perspectives will focus more on the providers’ recognition of their patients with 
SUDs, given that the providers have a higher likelihood of being recognized or 
acknowledged by society as a whole due to their education, professional status, and, 
possibly, class.  The same cannot be said for the pregnant women with SUDs.   
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The vast majority of providers spoke of having a comprehensive understanding of 
the nature of SUDs and, because of this, approached caring for pregnant women with 
SUDs with compassion and support.  Their approaches reflected that they grasped the 
importance of recognizing the dignity and worth of their pregnant patients with SUDs.    
I try to be a cheerleader. And to really say, even if you’re struggling, look at the 
good things you’ve done, and here are things that I’m worried about. I always try 
to make it in terms of, I’m worried about you.... Your safety is important to me. 
To really convey that they’re a very worthwhile human being that I care about. 
And I think that unfortunately, a lot of these women have not had a lot of people 
say that to them.  
The provider quoted above discusses her goal to offer emotional support, encouragement, 
and concern to her patients.  She highlights her intention to “convey that they’re a very 
worthwhile human being that [she cares] about.”  She also expresses an understanding of 
how powerful it is to be on the receiving end of recognition, of being made to feel that 
one is worthwhile and that someone cares, particularly when that tends to not be the case 
in other parts of the woman’s life.   
And, I don’t know, maybe just showing that we care about people as individuals, 
too, and care about their families. That’s part of - that becomes, maybe a source of 
trust, that they know that if we’re asking a question, or we’re making a 
recommendation, that it’s with their best interest in mind…. Those are the things 
the patients have told me that make a difference. You know, they’ll say, “I know 
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you’re recommending this because you think it’s the best thing,” even though 
sometimes they and I don’t agree about what would be best.  
This provider also speaks to the power of caring about a patient as an individual.  
Underlying what this provider is describing is similar to what many of the postpartum 
women talked about – the idea of being treated “like a person” as opposed to a “drug 
addict” or “just a patient.”  The provider talks about expressing genuine concern for the 
individual as a human being, not only as her patient to whom she provides medical care 
as part of her job.  There is a distinct layer there, as Honneth would argue, of recognition 
or acknowledgement – a layer that suggests, through displays of caring and concern, that 
the patient has dignity and worth as a human being.  The result, as this provider notes, is 
a facilitation of connection and trust in the relationship.   
Affective recognition: Providers’ perspectives – Traits that facilitate connection   
The providers talked about how they approached developing a relationship with 
their pregnant patients with SUDs.  The overall themes many of the providers discussed, 
were, in many ways, parallel to traits the women said were important to them.  Notably, 
many of the providers talked about the importance of consistency and how the 
relationship develops over time.  “And people aren’t going to trust somebody – if they 
connect with them they might – but they really might need some time to establish a 
relationship.” This speaks to giving the patient space – again, acknowledging her 
individuality – in order to facilitate trust.  The providers, who see numerous patients each 
day, are familiar with the heterogeneity of patients’ comfort level and willingness to 
engage.   
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Now, and the nice thing with OB is that we continue to see people over their 
whole pregnancy, and so you can really build a rapport. With not all people can 
you build a rapport immediately because some of the patients are quite guarded, 
and a lot of them have felt like second-class citizens if we’re talking about the 
opioid addiction issue, and judged.   
The provider quoted above seems to acknowledge the struggle for recognition (Honneth, 
1995) with which her pregnant patients with SUDs likely contend. Perhaps with that in 
mind, many providers in the sample recognized the importance of time in building 
relationships.  It is an essential aspect of affective recognition – caring about the patient 
as an individual and recognizing that her process of engagement may be different from 
that of others.   
With regard to specific traits that are important to facilitating connection with 
patients, the majority of providers discussed the following two qualities: 1) Being 
nonjudgmental; and 2) Being compassionate and positive. 
 Affective recognition: Providers’ perspectives - Traits that facilitate 
connection: Nonjudgmental.  Similar to the postpartum women, many of the providers 
identified being nonjudgmental as a crucial element in facilitating connection with their 
patients with SUDs.  “I think the biggest thing is not judging, because I feel like… for 
many folks, that’s their biggest fear, is being judged.”  The providers reported being 
highly aware of the ways in which society perceives pregnant women with SUDs and, 
subsequently, the ongoing and regular experiences their patients have with being judged.  
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Most of the providers talked about how they try to facilitate the opposite experience for 
their patients.   
I think you have to treat them like any other prenatal patients…. So, if you treat 
them, medically, like normal patients, I think they appreciate that more. That you 
don’t - that you come without stigma. And I think if you just ask them about 
what’s going on in their lives, eventually they learn to trust you. 
Many of the providers talked about their efforts to normalize SUDs as a type of medical 
condition that must be dealt with during pregnancy, without moral judgment.  Although 
the postpartum women and providers I interviewed were not matched pairs, the 
providers’ discussion of their efforts toward normalization reflected what the postpartum 
women reported experiencing.   
I probably try to ask more open questions, or ask questions in a way that doesn’t 
have a preconceived answer to it…. Patients who know me have come to know 
that like when they tell me something I’m not going to freak out, or you know, 
have a big reaction to something. Like, it’s just a piece of information, and then 
we’re going to do what we need to do with it…. And so I think sometimes our 
reaction of like, “Oh, we can manage that. That's not a problem.” Like, it’s 
reassuring to them….  “Oh, I’m not getting yelled at.” But that’s, I mean, talk 
about building trust, or building relationship…. If we can, you know, not blow it 
when someone has the courage to tell us that they’re doing something that they 
know isn’t in their best interest. That’s pretty important.  
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 Some of the providers talked about how exactly they convey to their patients that 
they are nonjudgmental.  They talked about utilizing open-ended questions, being 
present, and taking time or not rushing through the visit.  One provider talked about how 
being nonjudgmental is more than simply employing techniques, it must be something 
that is actually true for the provider.   
They’ve already disclosed to someone else that they are using, they may have had 
a positive or a negative experience around that disclosure, and now they are 
coming to see me…. The first thing that I need to do in that visit is establish 
rapport and that I am a positive, nonjudgmental individual that is really here to 
help them have the best possible pregnancy outcome.... I think the first… thing is 
by having it be true. You are not going to convince anybody that you are not 
judging them if that’s not the case. I think a lot of internal work and education on 
my own part about what substance use is….  Then I have a great deal of respect 
for anybody who is willing to disclose that they are using substances when they 
are pregnant because of the stigma in the society is so extreme against this group 
of patients that they are taking enormous personal risk to do that, and they also 
generally have a lot of ambivalence and mixed feelings about telling anyone, and 
often a lot of shame…. I think respect is the bottom line, if I can convey respect 
by the way I talk to somebody, by the way I look at somebody, by my body 
language, by the words that I say, and it all fits together…. So, I think the first 
step is meaning it. 
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The provider quoted above highlights a key point in working with patients with SUDs.  
She is stressing that one must authentically reflect on their biases and attitudes regarding 
pregnancy and SUDs in an ongoing way.  The perspective she offers here suggests that 
perhaps strategies such as asking open-ended questions in order to convey a lack of 
judgment can be taught, but our bodies and our affect reflect our thoughts.  Honneth 
(1995) highlights the embodied nature of recognition.  This provider is speaking to that 
idea.  Her discussion is similar to what many of the women talked about as well – that 
they could “just feel” that a provider wasn’t judging them.  As the provider stated, getting 
to the point of feeling nonjudgmental often requires a great deal of reflection and 
education.   
 Affective recognition: Providers’ perspectives - Traits that facilitate 
connection: Compassion and positivity.  Many of the providers also talked about the 
importance of being compassionate and remaining positive when working with patients 
with SUDs.  “Just by caring. By asking them how they are, by saying it’s nice to see you. 
Just like, oh, I’m so glad you’re here, thanks for coming in. Just being… positive…”  
According to many of the providers, these traits, as well as treating patients with respect, 
are essential to providing emotional support to the women.   
I mean, honestly, I feel like just being nice to a woman goes a long way…. But 
they usually are very - again, that vulnerability. They are there for a reason. They 
want to be well taken care of.  So, if I walk in trying my best to just develop a 
rapport with them, I don't know.  Just talk about something totally different, “I 
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like your necklace.”  Just literally being nice to them - I feel like they’re like 
sponges, they’re dying for somebody to support them.  
This provider recognizes that receiving support may not occur frequently for her patients, 
as “they’re dying for somebody to support them.”  While she cannot be certain, she 
reflects on her assumption that it will mean a lot to them to be a positive person in their 
lives, considering that they may not have experienced a great deal of positive support.  
Another provider noted that she makes an effort to be positive and caring with her 
patients, even if she wishes they were doing things differently.  
… I guess, that would be the key, if you could get everybody to treat people with 
respect, I think, is big. You know, seeing the positives, bringing those up first. 
That you let them know that you generally care about them, and even if they did 
something that you don’t approve of, you still care and you want them and their 
baby to be okay.  
The provider quoted above talks about the complexity in providing care for pregnant 
women with SUDs.  She emphasizes respect, positivity, and caring for the patient in spite 
of any negative or disapproving feelings that might arise.   
[…Some] of them have told me that, that it’s helped a lot. So, just that I was 
there.  And I was a constant.  I’ve been doing this for a long time, and so, I’m a 
constant, and I was nice to them.  It’s not brain surgery.  It’s just being nice to 
people, listening to them.  I mean, I know the medicine stuff – that I can keep 
them safe with that part.  But it’s just listening to them. 
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 Affective Recognition: Postpartum Women’s Perspectives – Other Interactions 
Within The Health Care System During Pregnancy 
While the postpartum women in this study overwhelmingly reported positive 
experiences with their prenatal care provider, many of them talked about experiences 
with other health care providers during the course of their pregnancy and delivery period 
in the hospital in which they did not feel acknowledged as individuals.  The experiences 
they reported were reflective of a lack of recognition, and specifically an absence of 
feeling cared for and supported.  One woman talked about the experience of having 
kindness taken away from her when she had some complications during her pregnancy 
and had to spend a few days at the hospital.  She talked about how some of the nurses at 
the hospital had been friendly to her until they found out that she was receiving MAT.    
They said, “What medicine are you on?” “Subutex.”… Their whole demeanor 
changed when they found out I was on a drug replacement…..  Just wouldn't 
make conversation, didn’t want to talk about anything.  I didn’t feel comfortable 
asking for medicine from them or asking for even a warm blanket or anything like 
that.  It was just very cold, where I saw the pleasant side of them before they had 
known the medicine....  It made me feel nervous, kind of like I did something 
wrong…. Once the tox came back… - and I was negative for everything - they did 
come around but I could see how God forbid I was using or if I relapsed in 
pregnancy, I would not go in to a hospital.  I would be so nervous and know that 
they will look down on you.  Some of them wouldn’t and some of them were just 
really nice and wanted to help, but it took the other ones to see the negative drug 
screen to be that friendly nurse again. 
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The participant quoted above discussed her experience of a conditional form of kindness 
or friendliness on the part of nurses at the hospital.  In this case, from the participant’s 
perspective, she was worthy of acknowledgement and care of some of the nurses until she 
disclosed that she was receiving MAT and therefore had a history of SUD.   
Another woman recalled a hospital social worker that she met with during her 
pregnancy, who, likely unknowingly, had a negative impact.    
[...The] social worker at the hospital… she really meant well, but I don’t think she 
had any idea of how much of an impact she was capable of having on my life.... 
[…Literally], every time I saw her, I’d talk to her for like… ten minutes and then 
she’d be like, “I’m so sorry, but what’s your name again?  I know who you are, I 
just, I can’t –“…. [She] would call me and I would call her back and I’d start 
talking to her and like five minutes, she'd be like, “I’m sorry, but who is this 
again?”….  I just felt like a patient in the book…. I obviously wasn’t important 
enough for her to remember who I was.  That made me… wonder if I was 
important enough to myself.  It just made me feel unimportant.  And then I started 
thinking like, “So, this is what it's going to be like.” All of my struggle and all of 
my hard work and all of my story, which is all I have and which is my motivation 
in recovery…. I could be proud of what I was doing and what I was working for 
and what I was accomplishing.  It was like all of it was diminished to just another, 
I don’t know, like tick on the chart….  I think in early recovery, especially, it’s 
important, you need to feel validated to a degree.  You need to feel important. 
When you feel like it’s not, it’s like you deflate like a balloon.  When you’re 
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using, you don’t have to be anyone.  When you become sober…. You’ve got to 
re-write yourself and you’re nervous and you don’t know how to do it…. The 
only way to do it is if you re-write yourself as someone you’re proud of. But that 
pride is very fragile in the beginning.  You know, that sense of importance.  That 
sense of self is very fragile…. So every interaction was magnified so much more. 
The woman quoted above talked about the toll that it took on her when a social worker 
repeatedly forgot who she was.  This distinct example of a lack of recognition – an 
inability to acknowledge a person with whom one had previously interacted – took a toll 
on the participant’s sense of self.  She describes the fragility of early recovery in 
particular, how fragmented one’s sense of self can be, and how much recognition matters.  
The source of the social worker’s forgetfulness is unclear, and the participant 
acknowledged that she “meant well.”  The participant did not suggest that the social 
worker was judgmental of her due to her SUD, or that her SUD had anything to do with 
how the social worker treated her.  We cannot speculate about the social worker’s 
thought process or intent, only the impact she had as described by this participant.   
Rights Recognition: Postpartum Women’s Perspectives on Perinatal Care 
 The second sphere of recognition refers to legal recognition and rights, the 
absence of which can result in a lack of self-respect (Honneth, 1995).  In this case, rights 
include “those individual claims that a person can legitimately expect to have socially 
met because he or she participates, with equal rights, in the institutional order as a full-
fledged member of the community” (Honneth, 1995, p. 133).  Denial of those rights 
indicates that the individual is not deserving of the kind of “moral responsibility” as 
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others in society (Honneth, 1995, p. 133).  The sphere of rights recognition was not as 
useful in understanding the women’s experiences as the affective recognition sphere.  In 
this section, I will briefly discuss an example of the presence of the rights/legal sphere 
and then an example of the absence of the rights/legal sphere.  With regard to experiences 
that reflected a lack of rights recognition, only some of the women in the sample reported 
such experiences and most of them reflected on experiences that occurred at the hospital 
after delivery, rather than during their pregnancies.  Also, some of those women reported 
on experiences that occurred with a previous birth, rather than with the baby they had just 
delivered.  
Some of the women in the sample described interactions suggesting they were 
being recognized by their providers as having the right to make decisions regarding their 
medical care.   
I can’t even say enough good things about the whole program, and the OB,… just 
how… educated in dealing with people who have substance abuse problems, and 
the fact that they offer you alternative options, and you have a say. But they don’t 
push anything on you.  They give you options and let you decide what you think 
is going to be best for you.  They’re not like, “Oh, well, you know, you have a 
problem, so it’s probably best if you don't do this.”  They're like, “Well, we offer 
this. This is an option if you are interested.” You know?  And everything’s kind 
of presented to you in that way, so it’s nice to feel like you’re a person and you’re 
not being treated like… talked down to or looked at like you’re some scumbag…. 
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In this example, the woman described what it meant to her to be treated as an individual 
who had options and who was able to make decisions for herself.  She reported feeling as 
though her interactions with her providers enabled her autonomy.  She noted 
experiencing this degree of autonomy made her “feel like… a person.”  Further, Honneth 
would argue here that having this autonomy is fostering self-respect, as evidenced by the 
participant noting she wasn’t made to feel like a “scumbag.”   
 On the other hand, some women gave examples of feeling as though their rights 
were not being acknowledged or honored.  These examples occurred not in the context of 
interactions with their prenatal care provider, but rather in the context of interactions with 
other health care providers during the perinatal period.  More than one of the women who 
felt that her rights were not acknowledged spoke of the lack of acknowledgment with 
regard to her privacy or reproductive choices.  One woman talked about her prenatal care 
provider’s approach to discussing birth control options with her in a way that allowed for 
her autonomy.  “She was like nice about it. It made me… want to go back and see her, 
because she was caring and nice.”  She contrasted that experience with the experience she 
had at the hospital after her previous child was born. 
I just always felt like I shouldn’t have gotten pregnant or I’m not good enough to 
have another baby. You know what I mean? Or like, “Oh, here's another welfare 
mom,” or something like that. They never… said those things to me, but that's the 
vibe that I got…. Actually, one of them put in the paperwork to tie my tubes, and 
the lady who was going to do the surgery came in and was like, “Okay, so we are 
tying tubes?,” and I was like, “No.” She's like, “Oh, okay.” She's like, “I thought I 
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read somewhere that you wanted to tie your tubes.” I was like, “No.” That would 
have been ... because I didn't sign anything. You have to sign a consent to have 
that done, and I didn't sign anything. I was like, “No, I want to do birth control.” 
She's like, “Okay.” Then I got put on the shot. Yeah, they just like assumed or 
like they can talk me into it, like, “So we're tying your tubes?” “No, don't. I don't 
want any more surgeries than I need.” 
The example above illustrates that the woman perceived an assumption had been made 
which was indicative of denial of rights recognition.  Whether this was truly an error or 
paperwork mix-up, the result was that the patient felt as though an incorrect assumption 
was made that violated her rights.  She had not consented to having this procedure, yet 
she described that she was approached as if it were happening.     
Rights Recognition: Providers’ Perspectives on Prenatal Care 
Many of the providers talked about how they emphasize the shared partnership of 
the patient-provider relationship.  They talked about how they see their job as presenting 
information and options rather than telling patients what to do.  In these approaches, they 
are acknowledging patients with SUDs as “full-fledged member of the community” 
(Honneth, 1995, p. 133).  Although the providers have power due to their education and 
professional role, they acknowledge the autonomy of the patients to be informed and 
make decisions.  Sometimes, acknowledgment of that autonomy means that the patients 
may not seek out providers’ advice or come to their appointments.  One provider talks 
about her goals for prenatal care, and how she cannot be the only person working towards 
those goals.   
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To try and keep her and the baby as safe as possible. It's a tough balance because 
sometimes you feel like “Mom” being like, “You need to come to your visits. We 
need to do this.” That’s just tough because I’m not Mom and I shouldn’t be Mom. 
It’s the degree of patient autonomy. The patients have to bring something to it and 
if the patient doesn’t care, doesn't want to come to her appointments, or just 
doesn't think what I think is an issue is an issue, it's tough, but there's only so 
much that can be done.  
This example underscores the complexity inherent in providing prenatal care to women 
with SUDs.  It highlights the mutuality inherent in recognition theory, in that the 
recognition must occur from both parties.  Here, the provider seems to be talking about 
patients having autonomy and using that autonomy in ways with which the provider 
many not necessarily agree, such as not coming to appointments.   
 Other providers discussed how they emphasized being allies with patients in 
prenatal care, acknowledging the patients’ rights as participants in their own medical 
care.   
I am really clear that we’re here for a shared purpose, which is a healthy 
pregnancy and for a healthy mom and a healthy pregnancy to leave the hospital 
together, a healthy baby to leave the hospital together.  That’s a primary goal for 
me, and I know that’s a goal for them.  So we really have a shared perspective, so 
then it’s about what do you see are the barriers to that, how can we be the most 
helpful, what are your needs?  
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Many of the providers approach prenatal care not only based on their agenda, but by 
asking the patients what they need and what would be most helpful to them.  Framing a 
shared goal around the health of the baby is something that many providers discussed as a 
way to align the patient’s rights and desires with the provider’s medical advice.  Other 
providers talked about how they acknowledge patient’s rights in their discussion of the 
patient’s SUD and any substance misuse during the pregnancy.   
Well, I mean once the information is out, my response is usually to thank the 
patient for trusting me with that information, and recognizing that by the time 
someone says something, it's usually because they want something to change. 
You know, they’re ready to make a change.  And so really at that point, we can be 
allies. You know, there’s a lot of information to convey, but the specific 
information that that patient needs depends on what their worries are, and what 
their wishes, like how do they want to move forward with this information.  
Overall, in the providers’ words, they seem to both acknowledge the rights of the patient, 
as well as assert their knowledge as providers, typically around a shared goal of the 
patient’s and baby’s health and well-being. 
Achievement Recognition: Perspectives of Postpartum Women and Providers on 
Relationships in Prenatal Care 
 The third and final sphere of recognition revolves around recognition of one’s 
achievements and contributions to society (Honneth, 1995).  This type of recognition 
facilitates development of one’s self-esteem (Honneth, 1995).  In this section, I will 
discuss both postpartum women’s and provider’s perspectives relative to the achievement 
recognition sphere.  Many women spoke to experiences that reflected this sphere, but 
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only a minority of the providers did.  Many of the women talked about how their 
providers acknowledged their achievements in recovery, often by expressing pride in 
them.   
She would be like, “Well, if nobody tells you, I want to tell you as your midwife 
I'm proud of you and keep doing what you're doing. If you ever need anything or 
are feeling a certain way, I'm here to talk about it. If you don't feel comfortable 
with me, I can refer you to somebody.” They were awesome there, really 
awesome.  
Many women talked about how much it meant to them to be recognized in this way, 
particularly recognized as mothers and women capable of caring for children.  The 
following woman talks about how her prenatal care provider expresses pride in her.  For 
this woman, her prenatal care provider was a family medicine physician, so the woman 
continued to bring her baby to see her in the postpartum period.   
I think she thinks I’m a great mother, and a strong woman for doing what I’ve 
done…. Partly because she has told me that… I’m doing great, staying in the 
program…. But, she just seems proud, you know what I mean?... Of what I was 
when I came in, and what I have accomplished now. Like, she keeps telling me 
every time I bring him in for a visit how wonderful I’m doing with him. Like, I’m 
doing an amazing job with him. That’s what she keeps telling me. So, it reassures 
me that I am doing everything I can for him. 
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A few of the providers also talked about how they emphasize patients’ achievements in 
recovery, although the achievement recognition sphere was more useful in understanding 
the postpartum women’s experiences than the providers’ approaches.    
I think just treating these patients just like everyday patients…. Not thinking of it 
as anything different than any other patient and acknowledging that, I mean again, 
I can't imagine being addicted to something or having that constantly over me.  
Just acknowledging their strength in being able to work every day to go to the 
clinic and get their methadone or take their Subutex or come to clinic to talk 
about, to get their prenatal care. So just acknowledging that is really impressive.  
Summary 
In this chapter, I have presented findings regarding postpartum women’s and 
providers’ reflections on interactions and relationships in the prenatal period.  I have used 
the three spheres of recognition theory to understand these findings.  For the majority of 
the findings regarding interactions and relationships, the affective recognition sphere was 
most useful.  Most of the postpartum women reported feeling supported by their 
providers through their providers being nonjudgmental, caring, and medically 
informative.  The women reported that these traits facilitated connection by fostering a 
sense of trust and feeling comfortable.  Similarly, the majority of the providers reported 
approaching prenatal care with women with SUDs from a nonjudgmental and 
compassionate, positive perspective.  Many of the providers reported feeling as though 
those types of approaches helped facilitate the relationship and promote a sense of trust 
on the part of their patients.  Postpartum women also reported traits of health care 
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providers that impeded connection, most of which had to do with the providers’ manner 
which made them feel judged and as though they were not worthy of the providers’ time.  
Some of the women talked about these traits as being present in their prenatal care 
provider, and others discussed them in the context of interactions with other providers 
during their pregnancies, for example, when they were hospitalized.   
Many postpartum women also talked about what it meant to them to be told by 
their provider that she or he was proud of them.  Some postpartum women also talked 
about how much they appreciated that their rights and autonomy were recognized and 
emphasized by their providers in their prenatal care.  Providers talked less about 
expressing pride to their patients, but many did talk about focusing on shared goals with 
the patient and respecting the patients’ autonomy, even if it resulted in outcomes they 




CHAPTER 6: “I THINK IT’S REALLY COMPLICATED:”  
FURTHER FINDINGS – PERSPECTIVES OF POSTPARTUM WOMEN AND 
PROVIDERS ON PRENATAL CARE IN THE CONTEXT OF SUDS 
 
 
 In this chapter, I will present the final set of findings that describe the 
perspectives of postpartum women and prenatal care providers on pregnancy and prenatal 
care in the context of SUDs.  These findings address the remaining research questions in 
the study.  The remaining questions examine postpartum women’s perspectives regarding 
their providers’ perceptions of them; provider’s perceptions of perinatal women with 
SUDs; and postpartum women’s perspectives on their roles in prenatal care.  I will also 
briefly discuss an additional set of theory-driven findings, informed by intersectionality.  
Finally, I will discuss findings that I did not anticipate, but that I think are relevant to this 
study.  The unanticipated findings describe providers’ perspectives on what they need to 
support pregnant women with SUDs, including training needs and overall health care 
systemic needs.  Thus, this chapter will be divided into five main sections, some of which 
include subsections:  
1) Intersectionality; 1a) Intersectionality: Postpartum women’s perceptions of 
providers; 1b) Intersectionality: Providers’ perceptions of pregnancy in the context of 
SUDs   
2) Postpartum women’s perspectives on providers’ perceptions of them  
3) Providers’ perceptions of perinatal women with SUDs; 3a) Providers’ 
perceptions of perinatal women with SUDs: Pregnant women with SUDs; 3b) Providers’ 
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perceptions of perinatal women with SUDs: Parenting in the context of SUDs; 3c) 
Providers’ perceptions of perinatal women with SUDs: Challenges  
4) Postpartum women’s perspectives on their roles in prenatal care; 4a) 
Perspectives of postpartum women on their roles in prenatal care: Self-advocacy 
5) Providers’ perspectives on what they need to support pregnant women with 
SUDs; 5a) Providers’ perspectives on what they need to support pregnant women with 
SUDs: Training; 5b) Providers’ perspectives on what they need to support pregnant 
women with SUDs: Health care system needs. 
 Intersectionality 
Although intersectionality as a conceptual frame seemed relevant to me at the 
beginning of my study, its use as a way of understanding the perspectives of the women 
and the providers was not as helpful as I had initially anticipated.  I will explore the 
potential reasons behind why it was less useful in this study, as well as its application in 
the broader context of research concerning pregnant and parenting women with SUDs in 
greater detail in Chapter 7.  Findings related to intersectionality did bear out to a certain 
extent, however.  In this section, I will briefly describe the ways in which 
intersectionality informed findings related to women’s and providers’ perspectives on 
prenatal care and pregnancy in the context of SUDs.   
 Intersectionality encourages analysis based on consideration of identities such as 
gender, race, and class and how those identities interact and intersect with power.  In this 
analysis, I focused on identities related to gender, class, race, and SUDs.  Only some of 
the postpartum women discussed experiences for which intersectionality offered a useful 
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explanatory framework.  A smaller number of providers discussed their perceptions of 
pregnant women with SUDs in ways that made intersectionality useful.  In this section, I 
will discuss findings informed by intersectionality: 1) Intersectionality: Postpartum 
women’s perceptions of providers; and 2) Intersectionality: Providers’ perceptions of 
pregnancy in the context of SUDs. 
Intersectionality: Postpartum women’s perceptions of providers   
A few of the postpartum women talked about what they perceived to be 
differences between themselves and their providers.  They talked about differences 
related to socioeconomic status, or class. 
Different from me?  Oh, God.  I definitely would feel ... Like if I had to sit next to 
this woman at dinner or something, I wouldn't feel ... I would maybe feel 
intimidated by her language or her medical degree, but she was pretty nice.  So, I 
can’t say I felt that much different.  I felt as though I could be myself in front of 
her and stuff.  I didn’t feel too much different besides the fact that she was one of 
those quote normal people and a lot of people that are in recovery or addicts will 
say, “You know, those normal people.” And we just are saying that because we 
know we’re normal, but technically not because we all have this mental health 
problem.  People will say that in AA or whatever, those normal earth people. 
That’s what they’ll say.  It’s just a joke, but that would be the only thing I felt 
different about her…. But, me personally, when someone has a lot more 
schooling than me, because I wish I had done so much with that, I take that like, 
like, I’m a little bit under. 
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The woman quoted above equivocated a bit about how she perceived herself as different 
from her provider.  She discussed two aspects of her identity – as an individual with an 
SUD and how she perceives herself with regard to her level of education.  She said that 
individuals in recovery sometimes “joke” about people without SUDs as “those normal 
people” or “those normal earth people.”  Particularly in evoking “normal earth people” to 
describe individuals without SUDs, this participant is suggesting that as someone with a 
SUD, she is the opposite of that, to contrast with people from Earth – an alien, an extreme 
depiction of “Other.”   She noted that this aspect of her identity is a way that she feels 
different from her provider.  Additionally, due to her education level, she sometimes feels 
“a little bit under.”  In another woman’s discussion of her perceived differences from her 
provider, she focused on differences related to class. 
She has her life and plan.  Obviously, we’re two very, very different people.  I 
came from a very different background than her.  You can tell that she had gotten 
established at a young age.  Obviously, she’s a doctor at 30-something…. I’m [in 
my late 20s].  I don’t have a pot to piss in. I have nothing. I’ve been trying my 
whole life so hard.  It’s like stuff just keeps happening and happening and 
happening.  It’s like I have the worst luck in the world.  Yeah, we’re definitely 
very different people. 
 One woman talked about an experience she had in the hospital when she was 
delivering her first son, at a time when she was not misusing substances.   
I had a really bad experience with my first son.  I had a placenta abruption, but it 
was so tiny that they couldn’t find the tear, I just bled for a little while.  It was 
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very scary for me, and they automatically thought I was just a drug addict, and 
that’s what caused it.... And I wasn’t doing drugs with my first child, and that’s 
just where they went.  It’s like, “Why?” “Well, you’re from a clinic, we need to 
drug test you.” “Because I have no insurance, I am a drug addict?...”  Like, they 
were just very rude.  I’ve just had experiences where it’s not so nice, and not so 
kind, and doesn't come from a good place. 
This woman reported that providers at a hospital told her that because she was “from a 
clinic, [they] need to drug test [her].”  She reported being in a scary medical situation 
with her baby and that providers made assumptions about her based on their perceptions 
of her class identity.   
Intersectionality: Providers’ perceptions of pregnancy in the context of SUDs   
Only a few providers talked about SUDs in a way in which intersectionality was 
useful.  They spoke of policies or the broader societal context related to pregnancy, 
parenting, and SUDs.  One provider talked about how she worked to standardize the 
policy regarding ordering toxicology screens at her hospital.   
What was the policy?.... If women come into the triage area abrupting that we’re 
screening everybody for cocaine.  We’re not just screening women of color. 
We’re screening everybody because that's what we do.  If it’s an abruption, you 
should just send a tox screen. 
This provider talked about not only “screening women of color” and instead making it a 
more universal practice to screen for substance misuse if it is a possible cause of a 
particular medical condition.  Her discussion of wanting to standardize the screening 
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policy reflects an attempt to eliminate any possible impact of bias or assumption based on 
race on the part of the hospital staff regarding who gets screened for substance misuse.   
A few other providers spoke more broadly about women with SUDs, including 
one provider who talked about the lack of funding in women’s health. 
It’s like, wow.  Being in women's health all my career, I know the American 
system values women and children a little bit more than some countries in the 
world.  But, still, not so much when you look at who gets the research dollars…. 
It’s just really quite alarming.  
Another provider talked about differences that she has observed in the coverage and 
treatment of women affected by the opioid epidemic, as opposed to women affected by 
the crack epidemic in the 1980s. 
There’s one picture in a [magazine] of a baby but it says that the baby’s healthy, 
that’s all it says.  I was like, “Oh I wonder if that baby is healthy.” But I haven’t 
seen too much of that.  Not like the crack babies thing.  I mean I always joke…  
that we’re lucky in a way that this a white person’s problem because it wouldn’t 
be getting – wouldn’t be as much sympathy anyway if it was Brown or Black 
people. 
The provider quoted above reflected on differences in societal perceptions of substance 
misuse based on race and compares societal discourse regarding the opioid epidemic to 
that of the crack epidemic in the 1980s.  Overall, while all the providers talked about 
women with SUDs and the issues they encounter, only a few of them discussed other 
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intersecting identities such as class or race and how those identities interact with power 
structures.   
Perspectives of Postpartum Women on Their Providers’ Perceptions of Them 
 Most of the postpartum women in this sample reported feeling as though their 
providers had positive perceptions of them.  In this section, I will provide a brief 
overview of the postpartum women’s discussions regarding how they thought their 
providers perceived them.  Many of the women specifically reported that they did not feel 
judged by their providers and that they felt as though their providers thought they were 
good mothers who were doing the right thing.  Most of the women reported that they had 
this idea of their providers’ perceptions because their providers told them their opinions.  
“She’s told me she thinks I’m very strong and brave for accomplishing everything I 
have.”   
The way she said it to me, like I'm a good mom, I don't know, I think she thinks 
I’m… strong.  She told me before, she’s like, “You’re a really strong person for 
doing this,” and I think being in recovery, I don’t think she looks at me like a bad 
way….  I thought she looked at me in a good way because she knew I was doing 
the right thing.  
Other women were more equivocal.  They reported feeling as though their providers 
thought positively of them, but they did not have strong evidence one way or another.   
I don’t know.  I mean, he’s always nice to me.  So, I mean, he’s friendly towards 
me.  I’m hoping he thinks good things, but it's hard to say, ‘cause I feel like when 
you’re an addict and people know that, that you automatically have it written on 
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your forehead, you know what I mean?  So, I don’t know.  He’s short and sweet 
with me, but I don't really feel like I’m judged.  But, it's hard to say, because we 
don’t really talk about anything like that. 
A few women reported not only feeling uncertain about what their providers thought of 
them, but also not caring much about their providers’ opinions.   
I don’t really care what he thinks of me.  I mean, you know, I don’t think he 
thinks anything negative.  I don’t think he even thinks much of me….  I’m just 
another patient.  It sounded like he has dealt with other mothers like me before, 
you know, other addicts, so nothing new. 
One woman who saw multiple providers during her pregnancy reported both experiences 
– being unsure of some providers’ perceptions and being told by others what they thought 
about her SUD.   
Most of them seemed - I have no idea what they thought of me because they kept 
it very professional, like clinical.  They didn’t get personal.  There were a select 
few that did get a bit personal, sort of to tell me or show me, like, “I don't judge 
you… you are doing the right thing.  This is the best thing you could be doing for 
your child.”  That was great. 
The woman quoted above did not report how she felt about providers who “kept it very 
professional.”  She did report, however, that hearing positive validation from other 
providers was “great.” 
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Providers’ Perceptions of Perinatal Women with SUDs 
 In their discussions of their perceptions of perinatal women with SUDs, the 
majority of providers highlighted the complexity inherent in SUDs and particularly in the 
context of pregnancy and parenting.  In this section, I will discuss providers’ thoughts 
and attitudes regarding pregnant and parenting women with SUDs.  This section is 
divided into three main subsections, all of which offer providers’ perceptions about 
working with perinatal women with SUDs: 1) Providers’ perceptions of perinatal women 
with SUDs: Pregnant women with SUDs; 2) Providers’ perceptions of perinatal women 
with SUDs: Parenting in the context of SUDs; and 3) Providers’ perceptions of perinatal 
women with SUDs: Challenges.  In “Providers’ perceptions of perinatal women with 
SUDs: Pregnant women with SUDs,” I examine providers’ reported thoughts and views 
on pregnant women with SUDs.  In “Providers’ perceptions of perinatal women with 
SUDs: Parenting in the context of SUDs,” I will offer an overview of providers’ thoughts 
on mothers with SUDs, and about parenting in the context of SUDs.  While there is some 
overlap with their thoughts on pregnancy and SUDs, the providers discuss the nuances 
regarding parenting babies – what happens when the baby is born and the focus is no 
longer on the pregnant woman, her body, and the baby as a part of her.  Finally, in 
“Providers’ perceptions of perinatal women with SUDs: Challenges,” I discuss the 




Providers’ perceptions of perinatal women with SUDs: Pregnant women with SUDs   
Overwhelmingly, the providers highlighted the complexity that, in their view, 
goes hand in hand with being a pregnant woman with SUDs.  Most of the providers 
talked about how they view SUDs as a medical problem to be treated, rather than a moral 
failing or a choice.  Some of the providers emphasized SUDs in the context of pregnancy 
as similar to any other pre-existing condition that is treated and considered during 
pregnancy.  This aligns with earlier findings of postpartum women’s experiences of their 
providers normalizing their SUDs, as well as the providers’ discussions of using 
normalization as an approach to care.   
That – people, before they can make judgment, they need to spend a day in their 
shoes. And that this is an opioid use disorder.  It’s just like diabetes, high blood 
pressure, any other disease… that a woman has before she gets pregnant, it’s the 
same disease when they’re pregnant and it’s going to be the same disease when 
they stop being pregnant.  It doesn’t just disappear because they’re pregnant. It 
changes and their relationship with it changes and their desire to take care of 
themselves…. Take care of themselves – that’s not the right word, but to treat 
their disease, to play a role in their disease.... I mean, judgments are made every 
day.  You can’t stop yourself.  But you have to take a deep breath.  The patients 
aren’t going to do what you want every day.  And at the end of the day, you talk 
to the patient, you give them their options, and patient autonomy.  Unfortunately, 
because it’s a fetus, people have other ideas. But one day at a time. 
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The provider quoted above speaks to the complexity of both acknowledging SUDs from a 
health perspective and reckoning with any judgment that may arise.  As she mentions the 
broad judgment of those who may not understand the nature of SUDs, she also touches 
on how judging others can be a human, almost instinctual response.  However, she notes 
the responsibility of the provider to reflect on and process feelings of judgment in order 
to provide quality care to patients.  She offers an acknowledgment that one can view 
SUDs with compassion and feel frustration or judgmental thoughts that arise when 
patients do not follow medical advice or do not act in their best interest.   
 Embedded in some of the providers’ views of SUDs as a medical concern, as 
opposed to a moral failing, is the idea that having an SUD while pregnant is not their  
patient’s choice.  Many of the providers talked about the precipitants to developing a 
substance use disorder, alluding to the likely trauma history and perhaps ongoing trauma 
that is part of the life of many women who have SUDs. “Nobody wakes up one morning 
and decides, ‘I think I'll be a junkie’.... People have really horrendous experiences that 
push them that way....”  Similarly, other providers emphasized that the development of an 
SUD lacks choice, something that the postpartum women alluded to when they discussed 
their pregnancies. Again, this type of normalizing perspective informs the providers’ 
approach to care.   
My thoughts…. I mean, my perspective is.…  I don't know if everybody does, but 
I think of it as like a mental health, an illness, and I don’t think anybody chooses, 
just like nobody chooses to be depressed or anxious. I also don’t think anybody 
really chooses to use illicit substances. I mean, it’s something that they’re 
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compelled to do because they have some underlying illness, and then I just think 
pregnancy is a life thing that comes along, so you have somebody who was 
depressed and anxious and gets pregnant, you have somebody who has substance 
use disorder and gets pregnant.  I sort of think of it as kind of a similar scenario or 
any other medical condition that I treat in pregnancy, which also is risky for 
pregnancy. It’s tricky because obviously the outside world thinks of it as more of 
a choice that folks have made. I don’t really think of it that way. I think of it more 
as somebody who’s ill who has made a decision not because they wanted to, but 
because they're compelled for some other reason. 
The provider quoted above makes a distinction between the tendency of society at large 
to characterize SUDs – particularly when it comes to pregnant women – as a choice, and 
her own perceptions, based on her professional experience working with pregnant women 
with SUDs.  She speaks to the complexity of SUDs and pregnancy, both on an individual 
level and as a matter of cultural discourse.  Another provider focused on the trauma that 
tends to underlie SUDs.  
We again as a society are not taking good care of families, and families are 
struggling and families are using substances, and kids are getting hurt. So now we 
have a generation of people who have a lot of trauma and are again using as a way 
of dealing with that trauma. We have a lot of repair work to do socially. That’s 
what I think about women with substance use. I think that if a woman cannot stop 
using substances when she’s pregnant, she probably has a substance use disorder. 
And that anybody with a substance use disorder deserves access to care, 
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immediate access to care. That’s our responsibility to make that happen as a 
system. 
The provider quoted above emphasized not only the high rates of trauma with which 
many pregnant women with SUDs contend, but also the societal context in which they 
find themselves.  This provider also places the responsibility on the health care system to 
support women with SUDs and their children. 
Providers’ perceptions of perinatal women with SUDs: Parenting in the context of 
SUDs   
The providers also discussed how they perceive women with SUDs as mothers.  
As prenatal care providers, they are in a unique position of caring for the pregnant 
woman and, subsequently, the baby she is carrying.  The vast majority of the providers 
characterized their patients as mothers who need a great deal of support.  “I mean I worry 
because I worry about them relapsing. Again, support. It’s scary. Motherhood… you’re in 
it for the long haul. And if you’re having trouble taking care of yourself, it’s – . That’s 
what I would say.”   
To be clear, SUDs exist on a spectrum and not every pregnant patient with SUDs 
is actively misusing.  Many women who are pregnant and have been receiving MAT 
consistently and successfully still qualify as having a substance use disorder, but are at a 
very different place in their recovery than, for example, a woman who misused during her 
pregnancy.  Some of the providers also talked about this distinction and clarified that 
their perceptions may vary based on the severity of the patient’s SUD.   
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So, I think it’s… really variable in terms of how much somebody’s substance use 
might affect them in their day to day life, because context is so important.  You 
know, I don’t think we can categorically say that if you’re using a substance you 
can’t parent necessarily, though it certainly could impair your judgment, and your 
ability to pay attention, and your ability to wake up during the night when you 
need to, and all the things that a young child might need. Yeah, I think a lot of it, 
too, boils down to kind of the bigger context. You know, are you using, are you 
smoking pot because you’re depressed… and we could offer you some other 
treatment….  Well, I guess marijuana is not really illegal anymore, but you know. 
You know, or is this an addiction that has become something that’s really… taken 
over your attention, in terms of you’re just not physically or emotionally available 
to your child, because you’re so wrapped up in that? You know, kind of two 
different situations. And, people who are engaged in treatment I think are often 
much more attentive as parents than they might’ve been before they were in 
treatment, and they often really want to be parenting….  You know, certainly we 
have, I see a lot of people who may be for some period of time are not really able 
to parent, but then kind of things change in their life, and they are able to again. 
Most of the providers’ discussions of women with SUDs as mothers conveyed a 
strong sense of concern for them and for their children. 
I think that everybody mothers as a reflection of how they were mothered, and so 
you know that it probably wasn’t the very best setting and if they had enough help 
they would be able to do it. But it’s hard…. If they have enough help and enough 
 
126 
support, I think that really – that’s a question of what our system isn’t doing. 
Because nobody wants to be a bad mother, nobody wants to have their kids taken 
away…. But I think it makes a big difference if they can get into a program and 
manage all of the constraints of a program. 
The provider quoted above spoke to what a few other providers discussed as well – both 
the idea that one’s own early caregiving experiences influence one’s approach to 
parenting and that all parents are imperfect and face challenges.  She spoke to the support 
that is necessary in raising children, regardless of the parents’ difficulties or capacities.  
Her perspective also reflected that of another provider quoted earlier, as they both 
emphasized the responsibility of the “system” – the extent to which quality treatment 
programs and other support are available to women and families impacted by SUDs.  
Another provider noted that factors contributing to “good” motherhood may be more 
dependent on the individual than on the SUD, however inextricably linked they may be.   
You know, it depends on the mother. Many are very good mothers and prioritize 
their babies above all else. And a lot of them, it’s actually what really brings them 
into final recovery. So, they’re very good mothers. Obviously, like everywhere 
else, you know, some of them aren’t good mothers because they don’t have that 
capacity. But we all aren’t good mothers at some point or another. 
Other providers more strongly emphasized their concern for mothers with SUDs because 
of their SUDs and how substance misuse can affect parenting capacity.   
I worry about them as mothers. I think the more social support they have, the 
better they are.... But I worry about them.  When I think about, what’s sort of the 
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underlying issue is, a lot of times addiction is, or at least is perceived to be a very 
selfish time in their lives.  Where they are listening to themselves, and their needs, 
and their cravings and – [regardless] of what anybody tells them, right? They 
decide to either be sober or not.  It's a very introspective time when they are 
listening to themselves and their needs and it’s very difficult to hear other people 
when you’re addicted to substances.  By nature, as a mother, you have to think 
outside yourself.  You have to listen to that crying baby and you have to learn to 
read their cues.  Their ability to do those things, is in some sense has at least been 
impaired in the past.  So, it just worries me about how well they can make that 
transition.  And I truly believe that they can but it involves a lot of social support 
as well as medical support. You don’t do as well with the social stuff.  You worry 
about those things. 
The provider quoted above was unique in this sample of providers in her perspective that 
“[individuals with SUDs] decide to either be sober or not.”  Her viewpoint here 
underscores the complexity in thinking about SUDs in pregnancy and parenting.  She, 
like all of the providers in this sample, talked about approaching care for pregnant 
women with SUDs with compassion.  At the same time, her discussion here reflects a 
degree of conflict in her thinking, or at the very least, a grappling with the complicated 
nature of SUDs.  She emphasizes worry as a response to questions related to parenting 
and SUDs, worry that is largely focused on the parent’s ability to be attentive to her baby.   
While the providers care for women during their pregnancies, at a time when 
many focus on women’s bodies and how their behaviors are impacting the baby 
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developing inside, a shift occurs when the baby is born and there is now a child who 
needs to receive complete care and attention.  This shift is on the providers’ minds 
throughout pregnancy as the involvement of child protective services becomes inevitable.  
In her broader discussion with me about her perceptions of mothers with SUDs, one 
provider talked about how she might approach the conversation regarding CPS. 
When you enter the hospital with these three positive tox screens we have, we're 
going to do another tox screen. The baby's going to have a tox screen upon arrival 
and admission to the hospital. We are going to ask you for one. It’s in your rights 
to decline, but if the baby comes out positive, it’s an automatic referral [to CPS]. 
What that means is they’re coming to say, “Is this a safe place for the baby to 
be?” That's the concern. The baby cannot raise its hand to say, “I need to be fed. I 
need to be held.” We know what drugs do. They make you not care. I just try to 
be as honest and not back away from the conversation. 
The honesty that the provider references sometimes requires acknowledgment of a harsh 
reality – one that can be difficult for both the provider and the patient to accept.  Again, 
the providers are talking about the complicated nature of caring for patients with SUDs; 
on the one hand, having compassion and being transparent about the process, and on the 
other hand having to say, “[drugs] make you not care.”   
Providers’ perceptions of perinatal women with SUDs: Challenges  
While most of the providers talked broadly about pregnant women with SUDs, 
acknowledging the complexity and the possibility of resilience, they also discussed the 
challenges that might arise.  Inherent in the complicated nature of pregnancy in the 
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context of SUDs are challenges.  The providers most frequently discussed three main 
challenges:  1) Social issues, mental health, and trauma; 2) Non-compliance; and 3) 
Relapse.   
 Social issues, mental health, and trauma.  Many of the providers talked about 
challenges patients faced in dealing with social issues such as lack of housing or a lack of 
social support.  They also cited as challenges for them as providers, the fact that patients 
are often dealing with mental health concerns and trauma.   “I think support. Not just 
financial but more just helping them…. I think mental health… is probably at the top of 
that list for resources. Which can include social support too. Someone in your family 
that's helping you out.”  For many of the providers who mentioned social issues, mental 
health, and trauma, the challenge came in feeling as though they lacked resources to 
support their patients in those areas.  The providers recognized how influential in the 
patient’s overall well-being were those factors that can co-exist with SUDs.   Further, 
some of the providers talked about how mental health and trauma in particular can affect 
how patients relate to them. 
All of the ways that people relate to the world when they have been severely 
traumatized and have had to live a life that’s surrounded by chaos and violence 
and subterfuge, and people being mean to each other, and exploitative, and all of 
that. This is a population that has trauma and they are not always gonna act in 
quote-unquote “reasonable ways.” They are gonna act in ways that are internally 
reasonable, absolutely. If I’ve never had the opportunity to trust anybody then 
why should I trust you? You know what I mean? That’s internally logical. I might 
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as the provider feel like this patient is really mistrustful and every time she tells 
me something I think it’s not true. For her internal logic, that makes perfect sense 
for her to act like that. From my internal logic, I expect different behavior. That 
disconnect can sometimes be challenging, and you have to sort of reboot and go, 
wow, she’s not angry at me, she’s angry at the situation….  Then the other 
challenging thing is managing provider responses. If I have a colleague who 
responds really negatively to somebody, or if I respond really negatively to 
somebody, I would hope that we would be there for each other and say, hey did it 
occur to you that this might be a jarring response for this patient? I think she was 
triggered by that situation. Maybe she's really angry because the last time she 
walked into this hospital she was in preterm labor and the baby died. Why 
wouldn’t it be hard for her to sit in this exam room? Let’s talk about that. 
The provider quoted above focused on the impact of her patients’ trauma histories on 
their patient-provider relationship.  She highlights how trauma histories can inform the 
ways in which individuals engage in relationships, including with their health care 
providers.  This provider explores what it means to act in “reasonable ways” and why that 
is not always so straightforward or standard.  She also talks about navigating negative 
patient interactions with her colleagues, and her efforts to bring the impact of traumatic 
experiences to the forefront in understanding interactions.   
 Non-compliance.  Many of the providers talked about patient non-compliance, 
particularly not showing up for appointments, as a major challenge.   
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I think there’s only so much you can do for somebody as a provider. I mean, they 
have to come to their visits. They have to be agreeable to do the things that you 
recommend. It makes it really challenging to care for someone when they don't 
want to have any… Yeah, when they just don’t have the initiative and… 
Similar to providers’ perspective regarding challenges related to patients’ lack of social 
support, there was a sense in the providers’ discussions of noncompliance that they reach 
a limit of what is possible for them to do.  They talked about the frustration of 
noncompliance, as well as recognizing that their patients’ decisions regarding their 
medical care is largely out of the provider’s control.  
[…Some] of those folks also have a very chaotic lifestyle and they don't show up. 
So that's a problem. Then you do get ... it’s easy to get aggravated with them. 
Like, “Dude. Can you at least do this? Don’t you care about your baby?” I would 
never say that but that’s kind of the judgment that people say, like, they, you 
know –  [In response to question about whether she feels that way sometimes:]  
No. Not really. I think it makes me sad. I have a hard time thinking that ... I don't 
think I’ve really met any woman that I don't think wanted to do the right thing. I 
think in terms of – I’ve been trying to learn more about heroin or fentanyl, opiates 
in general, how they change the body. I’ve heard addicts say that it has such a 
hold over them that they might not care about anything else – anything else! – 
including their baby....  But I feel like that's really unusual. Up until this epidemic 
I really hadn’t ... I mean I’ve never met anyone that you know ... or very rarely 
really don’t have the ... they would prefer not to be an addict.  
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This provider expressed her frustration with patients who do not show up for their 
prenatal care appointments.  She tied this lack of showing up to the chaos characterizing 
some of her patients’ lives.  She was fairly unique in this sample in connecting her 
frustration to the question of, “Don’t you care about your baby?”  While this provider 
then distanced herself from that question, she expressed what may be underlying other 
providers’ frustration with their patients.  She elaborated on the struggle between 
understanding the science behind SUDs and also reckoning with what that means for 
women’s motivations and abilities to care for or consider their children’s needs.   
Relapse.  Many of the providers also discussed their patients relapsing as a major  
challenge in their work.  “I think just seeing people relapse. When you’ve been in 
treatment a dozen times that’s just how it goes, but it’s still hard to see.”  The providers 
who talked about relapse as a major challenge referred to it as a possibility both during 
pregnancy and postpartum.  
I think the hard parts are whatever it was in someone’s life that may have led 
them to using substances. Whether it was sort of, you know, like a genetic 
predisposition, or a bad history, a bad situation, or stressors, or depression, or 
whatever. Like, that stuff is just there, it's always there. And so, as much as 
people want to believe that, “Everything’s fine, and I’m all done, and I’m in 
treatment,” you know, it’s not. You’re not done, and this is a thing that you can't 
forget about…. And that's hard. I think that’s a really hard reality to come to 
terms with. So, what I worry about the most is relapse. Probably six to 12 months 
postpartum. You know, people can kind of hang in there…. [Often] times we see 
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people taking really good care of themselves during pregnancy, and then 
immediately postpartum, like for the first few months, like everything's going 
great… and then it kind of starts to fall apart a little bit. Just because it’s… tiring 
to be that attentive to doing the right thing all of the time. 
A few of the providers strongly emphasized postpartum relapse as a challenge in their 
work and a great source of concern.  As this provider notes, the possibility of relapse is 
likely connected to another major challenge the providers identified – lack of supports, 
mental health concerns, and trauma.   
Perspectives of Postpartum Women on Their Roles in Prenatal Care 
 Most of the postpartum women talked about a number of things that they did to 
ensure they were doing what they could to have good prenatal care.  Most of the women 
reported going to most or all of their appointments, asking their provider questions, and 
following their providers’ suggestions.  
I made sure I went every week.  I made sure I got my ultrasounds every week. I 
always asked questions, like if something looks a certain way or I was unsure 
about things, I always asked questions. What else did I do? I did all my testing 
and stuff to make sure I was getting everything ... You do a glucose testing, 
another type of testing….. I just followed everything that my midwife suggested I 
should do, basically. 
Some of the women emphasized asking questions, which was reflective of their reports of 
having a number of questions during their pregnancy and needing a safe and comfortable 
place to ask them.   
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Basically, just writing down questions that I did have.  So, a lot of times, I would 
have questions, and I would realize that if I didn’t write them down I wouldn’t 
know when the time came.  So, I started writing questions down before I went and 
little questions, but I did that.... And just making sure I made it to all the 
appointments was probably the best thing I could do. 
Perspectives of postpartum women on their roles in prenatal care: Self-advocacy 
Some of the women talked about the ways that they advocated for themselves in 
the context of their prenatal care and in the hospital post-delivery.  They talked about 
how that advocacy was necessary in order to do what’s best for them and, ultimately, for 
their babies.  For one woman, that advocacy came in the form of being honest and 
speaking up for herself as necessary.   
I told myself I had to be 100% honest with everything, everything that they asked 
me and even more.  If there’s something I felt like they should know, I should tell 
them.  It was kind of like a way of redeeming myself for using, for just not taking 
care of the pregnancy in the beginning. That’s just like the biggest thing was to 
advocate for myself.  I just focused more on, “I don’t care what they're going to 
think of me.  I don’t care what they’re going to say or how they're going to act or 
whatever.  Just they’re going to do their job, and they’re going to get it done, and 
[Name of baby]’s going to come out healthy.”…. “I don't care about how I feel. I 




Some women talked about the lengths they had to go to in order to get into a treatment 
program during their pregnancies.  For these women, the process tended to require a great 
deal of persistence. 
When I first relapsed, I started calling this program. I worked really hard to get 
into here. I called [Name of intake person] every single day and then I started 
calling her and [Name of clinician] every day, leaving them both messages. I 
started sending her e-mails, too, because they were full when I first got a hold of 
them.  So, I just didn't give up and I got in here [date], I want to say.  It took about 
two months. 
Another woman talked about how she advocated for herself when she delivered her baby 
and a toxicology screen came up positive for a substance she had not used.   
And originally, in my urine, it came up for the methadone, obviously, but 
suboxone also came up, which was really strange, because I hadn’t taken 
Suboxone… so it was weird that that came up.  I got really concerned about that, 
because I knew any substance that I wasn’t prescribed to could put custody in 
jeopardy, that I could have had her taken away for that.  I was really worried 
about it, and I kept bringing it up to the doctors and the nurses, and asking what I 
could do, if they could re-do the test or take another sample.  So, what they ended 
up doing is sending it out for more extensive testing.  […And] it came back that it 
had been a false positive....  So, thank God I pushed so much for that, and [child 
protective services] said the same thing, ‘cause they said, yeah, if it had showed 
up as positive and there was nothing else to show that ... That was a scary thought, 
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to know that I had been doing everything I needed to do, and I still could have 
potentially lost her because of something like that.... So, I think it’s important that 
women advocate for themselves.  Because I really had to push for them to send it 
out, ‘cause I think they probably were looking at me like, “Yeah, okay.” …..  But 
because I was so adamant, I was like, no, what else can I do?.... It wasn’t so much 
that I comfortable doing it, but the threat of losing her was enough for me to do 
whatever I had to do to make sure that that didn’t happen. 
Providers’ Perspectives on What They Need to Support Pregnant Women with 
SUDs 
 The providers talked about what is lacking for them as they work to care for 
pregnant women with SUDs.  While the following findings were unexpected and did not 
directly answer any of the research questions, I think they are relevant to deepening our 
understanding of prenatal care in the context of SUDs.  In this final section, I will 
examine the two main needs the providers discussed to support pregnant women with 
SUDs: more formalized training and improvements in the health care system to 
accommodate the needs of their patients.   
Providers’ perspectives on what they need to support pregnant women with SUDs: 
Training   
The majority of the providers reported that they had no formal training in SUDs 
and have been more or less learning on the job.  “The big zero! Right? Because, I mean, 
we didn’t get training.”  Similarly, another provider discussed that she felt as though she 
had thorough training to prepare her for being a midwife, but working with patients with 
SUDs was not a part of that training. 
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I mean it’s tough. From a training and background point of view, I have nothing. 
My training I think was a good midwifery training, but didn’t prepare me for this 
type of patient or most of the patients that I see here. 
While most of the providers reported that they did not have formal training in SUDs 
while they were in school, they have since learned through on-the-job experiences and 
brief trainings offered through their employers.  A few providers talked specifically about 
how they do not feel equipped to support women with co-morbid SUDs and mental 
health concerns.  One provider talked about caring for a pregnant woman in the hospital 
who was struggling in withdrawal and wanting to misuse.   
We kept trying to bargain with her. I wrote up this contract sort of on the fly and 
said, “here this is your contract. These are your responsibilities these are my 
responsibilities.” And tried to bargain with her…. You know, now looking back 
on it I’m like, “What the hell was I thinking?” But in a quiet moment… she had 
gotten her Subutex and she was a little more calm. I went in there and I put my 
hand on her arm or something and I was like, “You know, I'm really proud of 
you.” And she said, “Fuck you.” …. I thought it was this tender ... I thought we 
had this connection, but not so much…. But she left. I think she probably ended 
up in jail. So we lost her. You’ve got to just let them go. I’m not trained for that. 
That’s some pretty serious stuff. I’m a general OB/GYN. I don’t have any training 
in this stuff. 
This provider discussed an encounter in the hospital in which she tried to help a pregnant 
patient and was rebuked.  She emphasized that she was not trained in how to support 
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patients who had strong urges to use, and who likely had underlying mental health 
concerns and trauma symptomology.   
 Some of the providers talked about the types of trainings they would like to 
receive, and what they would like to learn to care for pregnant women with SUDs.  Some 
providers talked about wanting to learn more about how to support women in recovery – 
what works in terms of assessment and response.   
Like, to understand, I guess pharmacologically, and it’s like neuro psychiatrically, 
like what is it that’s happening in someone's brain that makes these substances so 
attractive, or… helpful in terms of treating whatever symptoms they’re having. 
And then,… how can we compete with that? Like, what can we offer? Like, 
sometimes I feel so impotent in terms of what I can offer. 
Providers’ perspectives on what they need to support pregnant women with SUDs: 
Health care system needs  
Many of the providers talked about systemic issues that they would like to see 
improved in order to provide better care.  The providers primarily discussed the need for 
more treatment options available for pregnant women with SUDs, and for improved 
coordination of care – including increased availability of providers who specialize in 
mental health disorders.   
What I do know… being in this for [over 30] years, it isn’t just drug addiction. 
There’s usually comorbidities with mental health illness and we’ve never had 
enough of those care providers across the board, but especially for women, and 
then especially for pregnant women and then put substance use on top of that. 
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That’s a really horrendous combination that if we could get that treated, we could 
save a family. 
The provider above echoed other providers’ focus on needing more mental health support 
for their patients.   
I think the greatest struggle that we have is just availability of providers. So, 
sometimes even when somebody wants to get into treatment, it can be quite a 
delay until they get in. If they want to go through inpatient detox, it's like five 
days, just a rapid methadone detox, and then they’re discharged. So, I think those 
are the most challenging situations that I come across as a primary care provider, 
are people who want to be clean and sober, and maybe can’t access treatment.... 
Or can’t access… the level of support that they need to really be clean and sober. 
So, I don't know. I don’t know if that’s about training more primary care 
providers to be able to provide addictions treatment, or if it’s about expanding our 
base of multidisciplinary providers across the state. 
Summary 
 In this chapter, I have presented the final set of findings from the perspectives of 
postpartum women with SUDs and prenatal care providers regarding pregnancy and 
prenatal care in the context of SUDs.  These findings addressed the study’s remaining 
research questions, as well as a brief theory-driven analysis, and a set of unanticipated 
findings.  This chapter included a brief section on findings informed by intersectionality 
and the ways in which postpartum women described their perceptions of their providers 
and their experiences in light of their intersecting identities related to their SUDs, gender, 
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and class.  A few of the providers also talked broadly about pregnancy and SUDs as 
intersecting with racism and sexism.  I also presented findings on postpartum women’s 
perspectives on providers’ perceptions of them and providers’ perceptions of perinatal 
women with SUDs.  Additionally, I discussed postpartum women’s perspectives on their 
roles in prenatal care.  Finally, I discussed unexpected findings in which providers talked 
about what they need to support pregnant women with SUDs.   
The postpartum women, for the most part, believed that their providers thought 
positively of them.  They reported hearing positive affirmations from their providers, 
such as “I’m proud of you.”  Some of the women were less clear about what their 
providers thought of them, and a few reported not caring.  However, the majority of this 
sample of women also reported having positive interactions with their prenatal care 
providers.   
While there was some overlap in how the providers talked about their thoughts 
about pregnant and parenting women with SUDs and how the postpartum women talked 
about their perspectives on their providers’ perceptions of them, there were differences as 
well.  The providers spoke to the complexity inherent in pregnancy in the context of 
SUDs, and in caring for pregnant women with SUDs.  Most of the providers emphasized 
that they considered SUDs in pregnancy to be an illness or condition that should be 
treated as any other pre-existing condition in pregnancy.  The providers largely expressed 
compassion for their patients with SUDs, particularly speaking to the overlap of trauma 
and mental health concerns in these patients.  A few of the providers acknowledged that 
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they feel frustrated at times, or have judgmental thoughts that arise.  Yet the approaches 




CHAPTER 7: DISCUSSION  
 
 
 In the midst of an opioid epidemic in which rates of pregnant women misusing 
substances are increasing (Center for Behavioral Health Statistics and Quality, 2018), the 
goal of this study was to bring together the perspectives of postpartum women with SUDs 
and health care providers in order to obtain a more comprehensive understanding of 
prenatal care for women with SUDs.  Specifically, given the previously-cited literature 
regarding the salience of the patient-provider relationship (e.g., Jagosh et al., 2011; Lori 
et al., 2011), and the literature supporting the idea that pregnancy can be a period of 
motivation for women (e.g., Hull et al., 2010; Kendler et al., 2017; Olander et al., 2018), I 
sought to explore the relationships and interactions between pregnant women with SUDs 
and their prenatal care providers in order to understand what facilitates trust and women’s 
willingness to engage in care.  Further, in the context of the critical need for women with 
SUDs to receive support during their pregnancies is the reality that pregnant women with 
SUDs tend to encounter a great deal of stigma and the possibility of punitive responses to 
their SUDs, resulting in some women avoiding care altogether (Flavin & Paltrow, 2010; 
Terplan et al., 2015).  With this in mind, I also sought to examine the thoughts of women 
with SUDs about their pregnancies and the thoughts and attitudes of prenatal care 
providers regarding pregnancy in the context of SUDs.   
Chapter overview 
Findings highlight the complexity inherent in pregnancy and prenatal care in the 
context of SUDs.  Women identified complicated feelings about their pregnancies. They 
entered into prenatal care newly motivated and in need of clear medical information that 
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was absent moral judgment.  Specific to the prenatal care, women and providers 
identified provider traits that facilitated trust and connection in the patient-provider 
relationship.  Further, women emphasized how valuable it was to be fully acknowledged 
as having worth and dignity.  Women and providers also identified further perceptions 
regarding prenatal care in the context of SUDs, with providers in particular noting the 
complicated nature of perinatal SUDs.  Finally, providers discussed the challenges of 
working with pregnant patients with SUDs, including the limits of their compassion, as 
well as the limitations of the health care system.  In this chapter, I will offer a discussion 
of these main findings, placing them in the context of the broader literature and public 
discourse.   
 This chapter will be divided into six sections based on the main findings:  1) 
women’s perspectives on the complexity of pregnancy and SUDs; 2) recognition theory 
and prenatal care in the context of SUDs; 3) intersectionality and prenatal care in the 
context of SUDs; 4) providers’ perceptions of pregnant women with SUDs; 5) providers’ 
challenges; 6) postpartum women’s perspectives on their roles in prenatal care.  Finally, I 
will discuss study limitations, practice implications, implications for social work, and 
future research. 
Complexity of pregnancy and SUDs from the women’s perspectives 
From their reactions to finding out about their pregnancy to their discussions of 
the fears they had about their babies, the women revealed how complicated it can be to be 
pregnant in the midst of a substance use disorder.  For these women, their SUD was 
indelibly connected to nearly every aspect of their pregnancy.  While having an SUD is 
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an extremely serious and potentially dangerous matter, there was, of course, joy and 
excitement in the women’s pregnancy experiences as well.  Often, pregnant and parenting 
women with SUDs are portrayed in the media solely in light of the negative and 
worrisome aspects of their lives: for example, relapse, the possibility of their children not 
being cared-for in optimal ways or even being neglected, trauma histories, and the 
possible negative developmental effects of prenatal exposure to substances on the 
children.  Those worries are highly relevant and were certainly reflected in the women’s 
discussions of their pregnancies. However, the perspectives of these women suggested 
something else as well.  Their worries, fears, and negative feelings about themselves co-
existed with slices of joy, excitement, motivation, and a belief that they could change 
their lives and therefore their children’s outcomes for the better.  The women’s 
discussions of their co-existence of emotions perhaps offers a way for us to collectively 
shift our response to pregnant and parenting women with SUDs: one that acknowledges 
the seriousness of SUDs, the need for support and treatment, but also an allowance for 
the acknowledgement of the joy and hope that often accompanies pregnancy.  In doing 
so, we may serve to further facilitate women’s motivation and belief in themselves.   
Women’s motivation may be a critical factor upon which we frame discussions of 
pregnancy and SUDs, and around which we consider our approach to caring and 
supporting such women.  Similar to existing literature that indicates pregnant women 
with SUDs tend to be highly motivated to stop misusing substances (Hull et al., 2010; 
Jessup & Brindis, 2005; Kendler et al., 2017), these women also talked about the 
motivation toward recovery that they felt due to their pregnancies.  Many reported 
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entering into prenatal care newly motivated, with a sense of determination to facilitate 
better health outcomes for their babies.  In working with women who report feeling 
newly motivated, this is one area upon which health care providers can emphasize in their 
care. 
Public discourse regarding pregnancy and parenting in the context of SUDs 
typically focuses on the well-being of the children.  As critical as this focus is, it tends to 
conflate concern for the children with vilification of the mothers (Bernstein & Gray, 
2019; Newman, Abrahams, & Albizu-Garcia, 2013; Wakeman, Schiff, & Gray, 2018).  In 
ways that the stigmatized language around pregnancy and SUDs fails to recognize, the 
women in this study were highly focused on and concerned about their children.  For 
some of them, the pull of their SUD meant that they continued to misuse even as they 
were aware of their pregnancy.  However, their misuse was not something that they took 
lightly.  Many of the women in this sample reported strong feelings of guilt and other 
negative feelings about themselves.  For some women, their pregnancy and their children 
were the motivation they needed to arrive at a place of feeling more ready to pursue 
treatment and become committed to recovery.  Their stories, including those who 
questioned whether they should continue their pregnancy or choose to end it, speak to the 
complexity of thinking and feeling that many pregnant women with SUDs experience.   
Part of the public discourse on pregnancy and SUDs includes misinformation.  
Most of the women in this sample reported having fears about their babies’ health related 
to their substance misuse or to them receiving MAT during pregnancy.  One study 
participant talked about vaguely recalling hearing about the “crack babies epidemic” and 
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the sense of doom that accompanied its coverage in the 1980s—before she was born.  
While the reported effects of prenatal exposure to crack and cocaine on children’s 
development have been largely discredited and determined to have been overblown, the 
legacy of that time and the way information was disseminated remains, thirty years later 
and, for the participant referenced above, generalized to all substance misuse.  From 
another participant who reported thinking that child protective services was “going to rip 
him from me and take him from me” to the woman who Googled whether or not Subutex 
could result in her baby being born with an “extra finger,” the women’s fears were 
heightened by the lack of clear, trustworthy information not rooted in moral judgments.  
What may seem hyperbolic to some is reflective of the ways in which stories about 
pregnant and parenting women with SUDs can be sensationalized in popular media.  The 
woman’s discussion of her fears about her baby – stemming from misleading research 
and reporting that occurred before she was born – as well as the seemingly hyperbolic 
fears reported by other women should serve as a cautionary example of how we 
collectively report research and frame media narratives.  It also serves as the context in 
which many pregnant women with SUDs are entering prenatal care and is indicative of 
what they need from their health care providers: clear medical information absent moral 
judgment.  
For many of these women, they are already doing to themselves what those who 
foster a collective public stigma towards pregnant women with SUDs seem to want to 
emphasize: they reported feeling awful about themselves, just as the collective public 
seems to want to punish them. 
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It was depressing, especially thinking back on it now. I felt horrible about myself. 
I didn’t want anybody to know that I did [use].  I was embarrassed, and ashamed, 
because I know how I felt about other women that used during their pregnancy…. 
I was like, ‘You got to be kidding me. How can you not stop? You have a fricking 
baby in your stomach, how can you do that to that child? It’s not you, it’s the 
child.’ I was extremely judgmental, looking down my nose at all those women, 
you know, that I knew of, that were using during their pregnancy. Like, ‘It's not 
just you, you’re hurting that baby.’ You know?  
We are all a product of a culture that stigmatizes SUDs.  While the discourse has shifted 
slightly in recent years due to efforts aimed to educate the public about SUDs as a health 
issue rather than a moral one, pregnant women seem to be the last to be included in this 
more compassionate approach (Terplan et al., 2015).  The women in this sample reported 
instances of self-vilification, echoing some of the stigmatizing language used in the 
public discourse.  However, many of the women reported working through their difficult 
feelings and proceeding, importantly, with the help of supportive professionals such as 
those encountered through effective treatment programs for SUDs and their prenatal care 
providers.   
 Recognition theory and prenatal care in the context of SUDs 
Recognition theory was useful in understanding the ways in which women and 
providers discussed patient-provider interactions and relationships, and in understanding 
the context in which many pregnant and parenting women with SUDs navigate 
relationships.  Specifically, of the three spheres of recognition, the affective sphere – 
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which emphasizes the salience of emotional support and caring in relationships – was the 
most helpful in understanding these patient-provider relationships.  In light of all that has 
been discussed thus far – women’s complicated feelings about their pregnancy, their fears 
and worries about their babies, their internalized stigma, and their newfound sense of 
motivation – these women entered into prenatal care and into a relationship with their 
prenatal care providers having experienced a lack of recognition of their personhood and 
of their worth and dignity, particularly in the context of professional helping 
relationships.   
Many of the postpartum women in this sample reported feeling judged for their 
SUD in the course of their everyday lives.  It tended to be the rule, not the exception.  As 
Honneth would note, every day was a struggle for recognition (Honneth, 1995).  Honneth 
would argue that being judged is being perceived in a diminished way, as someone who 
is not a full-fledged member of society.  There is a distinction between the type of 
judgment that suggests disapproval about one’s behavior, and the type of judgment that 
puts individuals into a category that dismisses or stereotypes them.  While the two forms 
go hand in hand, they are distinct.  In thinking about pregnant women with SUDs, it is the 
difference between saying “you shouldn’t use heroin while you’re pregnant” and “you’re 
just an addict/junkie.”  The latter gets at the type of dehumanizing vilification that many 
pregnant and parenting women with SUDs experience and internalize.  The former 
provides space for a human reaction, and an informed reaction – one that considers the 
behavior rather than dehumanizing the whole person.   
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A few of the postpartum women in this sample made this distinction.  They talked 
about providers letting them know that they did not approve of their misuse, but they 
continued to care for them as they would any other patient.  Most of the women, 
however, talked broadly about the experience of being judged in a way that is 
dehumanizing.  When they received care from providers that made them feel “like a 
human being,” it was notable.  For most of the women in this sample, when they were 
treated by providers in one of three (or all three) ways, it made a difference to them: 1) 
being nonjudgmental; 2) being caring and supportive; 3) being medically informative.  
Each of these three provider traits facilitated connection and, for many of the women, 
helped them feel more confident in themselves and in their pregnancies.  The idea of 
“being nonjudgmental” seemed to get at the distinction outlined above.  When women 
talked about providers approaching their care in this way, they were referring to an 
absence of the stereotyping, dehumanizing characterization of them – one that Honneth 
would refer to as a lack of recognition.   
He didn't judge…. I would feel like, “Okay, I’m gonna be looked at as a piece of 
crap, like most addicts are looked at, and it’s gonna be uncomfortable, and I’m 
not gonna want to come,” and all that.  He… made it comfortable…. He just tried 
to help, which I don't know many doctors like that….  That was my thing, 
because you get judged from everywhere, especially in that, like, life. To know 




As the woman quoted above stated, being “looked at as a piece of crap, like most addicts 
are looked at” would have resulted in her not wanting to go to other appointments with 
this provider.  This type of scorn, or lack of recognition, is de-motivating.  Her words 
illustrate the effect of providers utilizing a nonjudgmental approach: it “made it 
comfortable.”  Given the significant level of needs these women have, it seems that 
providers’ efforts to “[make] it comfortable” are critical.  In a subsequent section, I will 
discuss providers’ perceptions of pregnant women with SUDs, the extent to which they 
grapple with judgment, and how they handle that judgment.  It is not a switch to turn on 
or off, but rather requires education and self-reflection.  The impact on the women and 
their willingness to continue engaging in care suggests the effort is worthwhile.   
One woman noted that she “could’ve done a lot of things different.”  She, like 
many of the women in this sample, was already carrying the weight of her SUD; having a 
provider who was present, caring, and nonjudgmental seemed to lessen that weight at 
least a little bit in ways that are beneficial to the patient’s well-being.  For many of the 
women in this sample, having support and a degree of caring extended to them was 
atypical, particularly in the context of working with professionals such as health care 
providers or social workers.  A lack of recognition can be painful and humiliating 
(Honneth, 1995).  To be recognized, then, for these women, was meaningful.  The 
women spoke to the experience of having someone make time for them and engage with 
them, thus indicating that they are respected and worth the time. 
I thought something was wrong because I wasn’t used to it....  People being nice 
to me about it. Not even just being nice, like, “Oh, good for you.” It’s like people 
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just treating me just like a person, not like a drug addict, not a loser. It was really 
uncomfortable in the beginning, which is weird....  I just felt like it wasn’t me. I 
don't know how to explain it, but like they were treating me like I wasn’t used to 
being treated, so I felt like I wasn’t myself, but I got used to it and I think I started 
to feel like, “Okay. I deserve to be treated like a person. I deserve to be treated, 
you know, because I am doing the right thing.” 
Given the level of stigma with which these women contend and the degree to which 
many of them have been treated in a dehumanizing way, the seemingly simple act of 
caring for them – making eye contact, offering a more comfortable chair, remembering 
their names, taking time to answer questions – was, in many ways, remarkable. As 
Honneth argues, being treated in an emotionally supportive and caring way, particularly 
in the context of a relationship in which the power dynamic is uneven, results in an 
increase in confidence.  For women with SUDs in this study, it is a realization that they 
“deserve to be treated like a person.”   
Honneth argues that recognition must come not only on an individual level, but 
institutionally and societally as well (Honneth, 2004).  This is a critical point of analysis, 
as the women and providers are functioning in the context of a society and a health care 
system that does not fully recognize the personhood – the dignity and worth – of pregnant 
women with SUDs.  Thus far, this analysis has highlighted how crucial it is for women to 
be recognized by their providers.  As important as this interpersonal level is, it is essential 
that recognition exists at institutional and societal levels as well.  Pregnant women with 
SUDs must leave the provider’s office and go out into a world – accessing treatment and 
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other forms of service and support – where they may or may not be recognized.  This is 
not speculation, as the women themselves reported feeling judged in their everyday lives.  
The interpersonal level of recognition theory forms the foundation, but it is incomplete 
without societal recognition as well.  This comes in the form of policies that take 
women’s rights into consideration, a media that portrays them fairly, and a health care 
system that provides care in a comprehensive and just way.  Recognition theory helps us 
understand not only these essential interpersonal relationships, but provides us with a 
social justice framework as well.  As a society, we have a significant amount of work to 
do when feeling as though one “[deserves] to be treated like a person” suggests an 
increase in confidence.    
 Just as the women felt recognized on an interpersonal level, providers also 
discussed their efforts at supporting their patients in ways that indicate they recognize 
them as valued human being worthy of care.   
I try to be a cheerleader. And to really say, even if you’re struggling, look at the 
good things you’ve done, and here are things that I’m worried about. I always try 
to make it in terms of, I’m worried about you.... Your safety is important to me. 
To really convey that they’re a very worthwhile human being that I care about. 
And I think that unfortunately, a lot of these women have not had a lot of people 
say that to them.  
 Much of the way that these providers talked about approaching care with their patients, 
specifically approaches to care that foster trust and facilitate connection in the 
relationship, are similar to qualities that the postpartum women reported as making them 
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feel comfortable.  Importantly, the providers also talked about their own experiences of 
judging and of becoming frustrated with their patients in ways that might suggest 
judgment.  Their discussions of their work, however, suggest that these types of emotions 
could co-exist with the desire and ability to provide compassionate care to their patients.  
Feelings of judgment regarding the behavior of substance misuse seemed to be more 
about the behavior itself rather than indicative of a dehumanizing judgment of the whole 
person or, a failure of recognition. 
 Pregnant women are perceived and observed in particular ways with their bodies 
as the focal point, inside which a baby is developing.  For pregnant women with SUDs, 
this scrutiny over potential harm to the baby is intensified (Terplan et al., 2015).  In some 
cases, this can lead to punitive responses and a removal of the woman’s rights (Terplan et 
al., 2015).  The ways in which pregnant women’s rights can be overlooked – even if the 
argument is to protect the baby – serves as a lack of recognition, a way of dehumanizing 
through the removal of rights.  The women in this study reported being offered options 
and having agency in their medical care, which was for them, another way of 
acknowledging their personhood.   
They're like, “Well, we offer this. This is an option if you are interested.” You 
know? And everything’s kind of presented to you in that way, so it’s nice to feel 
like you’re a person and you’re not being treated like… talked down to or looked 
at like you’re some scumbag…. 
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The providers also talked about emphasizing patient agency in their approach to prenatal 
care.  Sometimes, their discussion of it was double-sided as it also reflected their 
perceived limitations in care.   
It’s the degree of patient autonomy. The patients have to bring something to it and 
if the patient doesn’t care, doesn't want to come to her appointments, or just 
doesn't think what I think is an issue is an issue, it's tough, but there's only so 
much that can be done.  
I discuss the idea of limitations in patient care in the section reviewing providers’ reports 
of challenges, but it underscores, once again, the complexity of this work.  Even as 
providers acknowledge the personhood and dignity of their patients by emphasizing their 
autonomy, it does not guarantee that patients will then make choices that the providers 
believe are most medically sound.  There is also a question here of the degree to which 
autonomy leads to not caring (“…if the patient doesn’t care…”) versus the degree to 
which it leads to patients actively making choices that go against their providers’ advice.  
True autonomy is allowing someone to make bad decisions.  The provider quoted above 
hints at her frustration when this happens, but she does not subsequently take on a 
paternalistic approach. This provider is recognizing her patients’ personhood.  Honneth 
argues that a recognition of rights in this context leads to self-respect.  Indeed, what the 
providers are saying is that, essentially, they are respecting their patients’ rights to make 
decisions, however suboptimal they may be.  The patients are allowed to make mistakes; 
it may not be optimal, but it is respectful.   
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 Further contributing to the limits of providers’ recognition of women is the health 
care system in which they work.  Again, societal and institutional recognition must occur 
in conjunction with interpersonal recognition.  The providers are bound by the system in 
which they work – one in which women may have to wait weeks to receive mental health 
treatment, or in which other referrals to services may get overlooked due to a lack of 
multi-disciplinary, comprehensive care for patients.  These types of limitations were 
reported by providers, and will be discussed in more detail in the section discussing 
provider challenges, but consideration of these factors is essential in a discussion of 
recognition theory as well.  The providers are working in a system that does not fully 
recognize, or acknowledge, pregnant patients with SUDs.  As essential as their 
interpersonal efforts are, recognition of their patients at the institutional and societal level 
is also required.  
Intersectionality and prenatal care in the context of SUDs 
 Given the ways in which pregnant women with SUDs are marginalized, distinct 
from the ways that non-pregnant women or men with SUDs are marginalized (Terplan et 
al., 2015), it is necessary to consider how other aspects of women’s identities intersect 
with their SUD and then interact with power structures, resulting in marginalization and 
other types of oppression.  Although intersectionality was less helpful than recognition 
theory in coding and understanding the experiences of these particular samples, it is still 
salient as a framework for understanding pregnancy and parenting in the context of 
SUDs.   
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The postpartum women in this sample largely reported income that placed them 
below the poverty line.  The providers, on the other hand, and prenatal care providers in 
general, can be assumed to fall into middle and upper class categories due to their level of 
education and professional status.  This is indicative of a power dynamic informed by 
broader social structures that privilege wealth, or relative wealth.  Some of the women 
discussed experiences in prenatal care that indicated their identities related to class, 
gender, and SUDs were interacting in such a way that resulted in marginalization.  These 
experiences reflected the women’s perspectives in which they reported feeling “less than” 
due to their identities related to their SUD and their class, or in which they felt judged 
due to those factors.  Beyond these factors were structural factors as well.  Providers 
talked about the ways that they felt they were limited in their care – ways that the health 
care system did not meet all of the needs of their pregnant patients with SUDs.  In all of 
these examples, the women’s social class intersected with their identities as pregnant 
women with SUDs to result in marginalization.   
The postpartum women in this sample, for the most part, did not discuss their 
racial identities in relation to their providers or their experiences in the health care 
system.  The majority of the women identified as White; as White women, they are 
spared the most harmful by-products of white supremacy, but they are not unaffected.  At 
the same time, their whiteness affords them a privilege that is often invisible to those who 
benefit from it.  Even as they are likely judged harshly because they are pregnant women 
with SUDs who are poor, they are still White, which affords them a privilege not given to 
women of color.  Given that privilege, it is perhaps unsurprising that their race and the 
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races of those with whom they interacted largely did not come up.  Part of this was due to 
how I asked questions.  I wanted to remain as open as possible and try to keep my 
interview questions free from bias or assumptions, so I asked very broadly about 
similarities and differences between the women and their providers.   
One of the providers noted, “…I always joke…  that we’re lucky in a way that 
this a White person’s problem because it wouldn’t getting – wouldn’t be as much 
sympathy anyway if it was Brown or Black people.”  Some media outlets have 
commented on this as well, noting that public attitudes regarding SUDs have become 
more compassionate in the context of an opioid epidemic in which its public face is 
reflective of a person who is White and middle class, as opposed to the crack epidemic in 
the 1990s when the emphasis was on people of color who were poor (Seelye, 2015; 
Stroud, 2016; Yankah, 2016).  Another provider talked about putting systems in place at 
her hospital to ensure that implicit bias against women of color did not affect the way 
patients were getting screened for substance misuse.  The intersection of all of these 
factors add to the complexity of how we approach caring for and talking about pregnant 
women with SUDs.  Being White is a privilege even as being poor and White is a source 
of oppression.  Being a pregnant woman with SUDs regardless of other identities can 
result in marginalization; further, women of color with SUDs contend with other layers of 
oppression not experienced by White women with SUDs.  It is all part of similar, 
interacting systems that serve to oppress and categorize individuals as “other.”  These 
outcomes are related to outcomes that recognition theory helps us understand; oppression 
and a lack of recognition go hand in hand. 
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I continue to believe that intersectionality is a useful theory in understanding the 
experiences of pregnant and postpartum women with SUDs.  I will discuss future 
research directions further, but given what is known about health inequities and the 
research that indicates that Black women disproportionately experience poor maternal 
health outcomes (e.g., Creanga et al., 2017), it essential to consider how the intersecting 
identities of women of color with SUDs interact with social structures that result in 
further marginalization.   
Providers’ perceptions of pregnant women with SUDs 
 While the providers discussed approaching care for their patients with SUDs from 
a largely compassionate perspective, and one that acknowledges their patients’ dignity 
and personhood, their discussions of their thoughts and attitudes regarding perinatal 
SUDs reflected a more complicated reality.  In these discussions, while they largely 
talked about how they perceived SUDs as a medical condition rather than a choice, they 
also hinted at and sometimes directly acknowledged their frustrations and concerns.  
Taken at face value, their discussions suggest that they are not immune to negative 
feelings, yet they are able to move beyond those feelings to provide quality care that is 
conducive to developing relationships with their patients with SUDs.   
 As previously mentioned, we are all products of a culture that largely stigmatizes 
SUDs, in particular when it comes to pregnant and parenting women.  This is the crux of 
caring for patients with SUDs, as it is difficult to be immune to opinions about this topic.  
Providers are human beings, and this is a fraught problem.  How are the societal 
messages filtered, and how do our personal experiences with SUDs – our own or that of a 
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family member or friend – affect our attitudes and assumptions?  Reckoning with our 
beliefs and assumptions requires a great deal of work.   
I think the first… thing is by having it be true. You are not going to convince 
anybody that you are not judging them if that’s not the case. I think a lot of 
internal work and education on my own part about what substance use is….  I 
think respect is the bottom line, if I can convey respect by the way I talk to 
somebody, by the way I look at somebody, by my body language, by the words 
that I say, and it all fits together…. So, I think the first step is meaning it. 
“Meaning it” is both the first step and a big step.  Providers are met with a lot of demands 
on their time, and doing the work of reflecting and, in some cases, educating themselves 
about SUDs will require even more time.  In parts of New England, social workers and 
health care providers have formed working groups to offer training and encourage 
reflection to providers working in the area of perinatal SUDs.  I do not know the extent to 
which similar groups are forming nationwide, but it may offer one model for how to 
provide a time and space for providers to further educate themselves and safely reflect on 
their thoughts about and reactions to their patients with SUDs. 
Providers’ challenges 
 The providers discussed challenges they encountered in caring for pregnant 
women with SUDs.  They reported two types of challenges – those reflective of the 
individual level and those that were more reflective of failures and limitations of the 
health care system.  On an individual level, most of the providers reported challenges 
related to their patients’: 1) social issues, mental health, and trauma; 2) non-compliance; 
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and 3) relapse.  They largely discussed these challenges in terms of the limits of their 
care.  They were challenges over which they felt they had little control or ability to 
provide support.   
 There is a limit to compassion, and suggesting that it is the easy and only answer 
in how to care for pregnant patients with SUDs is an over-simplification.  While the 
findings of this study suggest that compassion and being nonjudgmental, within the 
context of recognition of personhood, can facilitate trust in the relationship and positively 
impact the ways that the women view themselves, there are limitations to all of this.  As 
previously discussed in the findings related to rights recognition, patients should and do 
have autonomy.  They may make decisions about their health that are suboptimal.  
Further, SUDs are complex and stability in recovery requires a great deal of work and 
support, including comprehensive treatment.  Even motivation – as much as it should be 
fostered if it is present – does not guarantee success.  It is important to recognize and 
honor this complexity.  There are no easy fixes, as one provider learned when working 
with a patient at the hospital who was withdrawing from opioid misuse.   
But in a quiet moment… she had gotten her Subutex and she was a little more 
calm. I went in there and I put my hand on her arm or something and I was like, 
“You know, I'm really proud of you.” And she said, “Fuck you.” …. I thought it 
was this tender ... I thought we had this connection, but not so much…. But she 
left. I think she probably ended up in jail. So we lost her. You’ve got to just let 
them go. I’m not trained for that. That’s some pretty serious stuff. I’m a general 
OB/GYN. I don’t have any training in this stuff. 
 
161 
In this case, the patient’s SUD and her history were far more powerful than the provider’s 
compassion.  Additionally, it is possible that the provider’s comment and actions were 
not interpreted as compassionate by the patient.  They could have been interpreted as 
patronizing, dismissive, or not understanding the complexity of going through withdrawal 
and being ready to be in recovery.  Nonetheless, while the limits of compassion are 
evident, the findings of this study suggest that its benefits are significant.  Being 
nonjudgmental, caring, and clear in providing medical information as approaches not 
only do not harm the patient, they may work to foster a relationship that is supportive of 
stability and success in recovery.   
The providers also talked about how much of their training with respect to SUDs 
has occurred on the job.  “The big zero! Right? Because, I mean, we didn’t get training.”  
As the provider quoted above noted, she’s “a general OB/GYN.  [She doesn’t] have any 
training in this stuff.”  Not only are providers lacking training in SUDs, but also in 
trauma and how it is likely to accompany the SUD and impact the patient-provider 
relationship.  This is a critical point, and again speaks to the limits of compassion and 
kindness.  The complexity of the intersection of SUDs, trauma, and mental health is such 
that even those who are highly trained can struggle to feel as though they are offering 
effective support.  Compassion must be accompanied by knowledge and focused, trauma-
informed training.   
Similarly, the providers talked about challenges within the health care system and 
ways in which they felt that the system as a whole is ill-equipped in its ability to provide 
quality, well-coordinated care for pregnant women with SUDs.  They again encounter 
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limitations when a patient is in clear need of comprehensive treatment but the waiting list 
is several weeks or months long.  The providers cannot be expected to care for every 
aspect of the patient’s well-being, and it is also unfair to expect them to provide 
comprehensive, quality care to their patients when necessary aspects of that care are 
unavailable.  The providers’ reports of their experiences and challenges offer evidence to 
further support the official policy and practice recommendations of professional health 
care organizations such as the American Academy of Nursing (Jessup et al., 2019) as 
well as researchers and health care providers (Goodman, 2015; Saia et al., 2016) that 
advocate for multi-disciplinary and trauma-informed health care practices.   
Postpartum women’s perspectives on their roles in prenatal care 
 Most of the postpartum women talked about steps they took to ensure that they 
were getting good prenatal care, such as going to all of their appointments and asking 
questions of their providers.  Notably, when they talked about their relationships with 
their providers, they discussed traits such as being nonjudgmental and being caring and 
supportive that facilitated their comfort level in asking questions.  The idea of asking 
questions/needing information was something that came up when talking about their 
pregnancies and how some of them felt anxious about the questions they had, their 
prenatal care in the sense that their providers’ approach helped facilitate their ability to 
ask questions, and as a function of their own agency as a step they took toward ensuring 
good prenatal care for themselves.   
It is important to highlight the women’s agency here, as they took steps to ensure 
good prenatal care.  These findings are also in contrast to how the public tends to 
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perceive pregnant women with SUDs as not caring about their babies.  Most of the 
women in this sample took active steps to ensure they were getting good prenatal care 
and therefore try to facilitate better health outcomes for their babies.  Self-advocacy was 
another layer of the women’s agency, one that not all of the women discussed but was 
nonetheless relevant given how little power these women have.  One woman talked about 
how her honesty about her substance misuse was her own form of advocacy:   
It was kind of like a way of redeeming myself for using, for just not taking care of 
the pregnancy in the beginning. That’s just like the biggest thing was to advocate 
for myself. I just focused more on, “I don’t care what they're going to think of me. 
I don’t care what they’re going to say or how they're going to act or whatever. 
Just they’re going to do their job, and they’re going to get it done, and [Name of 
baby]’s going to come out healthy.”…. “I don't care about how I feel. I don’t care 
how they feel. He’s the most important thing.” That’s what I was focusing on. 
This woman talked about how she essentially put her own feelings to the side and 
prioritized her baby’s well-being, even if it meant being judged for her substance misuse.  
What she is describing is, more or less, an act of rebellion in the face of a system that 
marginalizes and judges her.  She is asserting her own power, even if she pays a price 
through the judgment of others; her priority is her baby.   
Limitations 
 This dissertation research should be considered in light of its limitations.  The 
background and experiences of the sample will not represent those of all postpartum 
women with SUDs and prenatal care providers, thus generalizability will be limited.   
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Recruitment occurred solely in three New England states.  While the opioid epidemic is 
of critical concern nationwide, the New England region has a specific set of cultural, 
political, and demographic qualities.  For example, Massachusetts in particular has made 
efforts at the state level within the past five years to de-stigmatize SUDs in the form a 
far-reaching public health campaign (Office of Governor Charlie Baker and Lt. Governor 
Karen Polito, 2015).  These types of efforts are not occurring nationwide, and may 
influence the perspectives of women with SUDs and providers in this area.   
The experiences of both samples are likely unique.  Both of these samples were 
self-selecting, and the postpartum women were all in treatment for their SUDs.  While the 
postpartum women started prenatal care on a spectrum of severity in terms of their SUD 
– a few were stable and receiving MAT, some stopped misusing and began treatment as 
soon as they found out they were pregnant, and some continued to misuse and did not 
begin prenatal care until their last trimester of pregnancy – they were all in treatment at 
the time of our interview.  This is in contrast with women who are struggling so much in 
their SUD that they receive no prenatal care at all or have very minimal engagement.  
The experiences of those women are likely even more complicated.   
Similarly, many of the providers had interest in and experience with this 
population.   Although I made efforts to recruit providers with a variety of different 
backgrounds and experiences in working with patients with SUDs, the providers who 
responded to my outreach and thus participated in the study were mostly providers who 
had a particular interest in SUDs, and often a significant amount of experience working 
with women with SUDs.  It could be argued that because of that interest and knowledge, 
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they approach care for women with SUDs from a more compassionate approach than 
someone with less knowledge or experience.  This lack of a variety of perspectives in the 
provider sample is significant limitation.  Another significant limitation with regard to the 
sample is that majority of the sample of postpartum women and the entire sample of 
providers consisted of participants who identified as White women.  This study is lacking 
the perspectives of non-White women, and of providers who identify as men.   
 As is a limitation in both quantitative and qualitative methods, there is a risk that 
both samples – postpartum mothers and prenatal care providers – will provide responses 
that are viewed as socially acceptable, thus not an honest reflection of their perspectives 
and experiences.  I did my best to express a stance in the interviews that was open and 
without judgment in order to facilitate a willingness on the part of the participants to be 
honest.  This is a fraught topic and while I felt as though participants were forthcoming, 
they were also being audio recorded for an interview with a researcher they had only just 
met for the first time.  The possibility that participants were guarded in their responses is 
a limitation.  Recall bias is another limitation.  I interviewed the postpartum women up to 
six months after they gave birth, thus there is a possibility that they would have a difficult 
time remembering aspects of their prenatal care, or would recall it in a way that having 
time and space between an event or interactions can result in remembering them 
differently than they actually happened.  The providers similarly may be affected by 
recall bias.  Because I had a difficult time recruiting providers, the eligibility criteria 
required that they cared for only one pregnant patient with SUDs within the last two 
years.  The majority of the providers had cared for patients with SUDs more recently than 
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that, but it is still possible that their recollection was different than what actually 
occurred, or that their thinking had changed since they last cared for a patient with SUD. 
The conceptual framework that informed my study design may suggest bias on 
my part and an expectation regarding findings.  While the interview protocol was 
developed with the conceptual framework in mind, I worked hard to frame the questions 
as openly as possible. I also took a two-tiered approach to analysis – both data-driven and 
theory-driven – in order to mitigate any bias toward my conceptual framework and to 
stay as close to the data as possible.  I took steps to mitigate any potential bias, outlined 
in Chapter 3 in the section titled “Addressing trustworthiness.” 
Practice implications 
 The findings from this study suggest a number of implications for health care 
practice.  First, there is a great need for health care providers to be formally trained in 
SUDs, including in the etiology of SUDs and in a basic understanding of treatment 
approaches.  Further, providers who offer prenatal care to pregnant women with SUDs 
should be thoroughly trained in the specificities of the intersection of SUDs and 
pregnancy that are most relevant to pregnant women and their babies: for example, NAS, 
MAT during pregnancy, and the impact of in utero substance exposure on child 
development.    
The findings from this study also suggest that just as there is complexity in being 
a pregnant woman with an SUD, there is also complexity in caring for pregnant women 
with SUDs.  While there is recognition among providers in this sample that SUDs are a 
type of illness and should be treated as such, there is also frustration with patients 
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relapsing, not showing up for appointments, and not taking medical advice.  Navigating 
these frustrations while continuing to provide nonjudgmental, respectful care requires a 
great deal of both education and reflection.  As one provider stated, being nice “isn’t 
brain surgery.”  But as the postpartum women noted, they are often aware of non-verbal 
indications of judgment or disapproval.  Recognition theory emphasizes acknowledging 
the dignity and value in each human being.  For some, when working with pregnant 
women with SUDs, it can be more difficult to acknowledge their dignity and value due to 
personal feelings about SUDs, particularly in the context of pregnancy and parenting.  
Supporting and caring for pregnant women with SUDs is a complicated endeavor, and 
can be painful for any number of factors, including considering the potential impact on 
children.  In order to provide professional, quality care, however, it is necessary for all 
providers to reflect on their experiences and biases.  We are often saddled with such 
biases without even being aware of them.  While formalized training in SUDs is a 
necessity, providers would also benefit from the availability of working groups, or more 
informal settings in which to receive further training as well as process biases, 
assumptions, and complex emotions that arise when caring for patients.   
 The providers in this sample offered examples of approaches that they felt 
facilitated the development of relationships with patients, such as asking open-ended 
questions, remaining neutral in reaction to the disclosure of substance misuse, and 
normalizing SUDs to patients.  However, as one provider stated about utilizing a non-
judgmental approach, “you have to mean it.”  Not all providers must be experts in 
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addiction medicine, but it is necessary for providers to engage in self-reflection about 
their biases and thoughts regarding SUDs.   
Implications for social work 
 While this study focused on prenatal care for women with SUDs, its findings are 
just as essential for social workers.  Social workers are trained in supporting individuals 
who are oppressed, particularly those who are affected by racism, homophobia, classism, 
etc. and any intersecting combination thereof.  However, not all social workers are 
trained in the etiology and treatment of SUDs.  Social work programs should include at 
least one course on SUDs as part of their required curriculum, given how widespread 
SUDs are and how likely it is that social workers – even outside of SUD treatment 
programs – will encounter individuals affected by SUDs.  It is necessary for social 
workers as well to consider their biases and assumptions regarding SUDs, and how those 
impact the ways in which they conduct assessments and provide services.  Social workers 
are well-positioned to advocate for the use of non-stigmatizing language in their schools 
and the organizations in which they work. 
Recognition theory and its implications are highly relevant to social work.  One of 
the participants in this study gave an example in which she felt unimportant due to a 
hospital social worker’s repeatedly forgetting who she was.  It is worth exploring how 
overworked and overburdened social workers and health care providers are.  And, it is 
necessary to be aware of how our actions and manner – both verbal and non-verbal – 
have an impact on those with whom we work, particularly those who are already 
marginalized and feeling vulnerable due to that marginalization.  Further, social workers 
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can serve in supportive and training roles for other health care providers with regard to 
caring for and supporting individuals with SUDs.  Social workers can incorporate support 
related to stigma and judgement into their interventions for pregnant and parenting 
women.  There is also a great need for improved access to SUD treatment for pregnant 
women; social workers can contribute to informing how pregnancy is addressed in 
treatment programs.   
Finally, social workers can utilize their unique training to advocate for pregnant 
women with SUDs, including: advocating for fair and accurate media portrayal of 
pregnant women with SUDs, advocating for non-punitive policies regarding SUDs and 
pregnancy that take women’s rights into consideration. 
Future research 
This dissertation research leads to a number of other questions and possible 
studies.  Further qualitative studies are needed to examine the perspectives of a wider 
range of pregnant/postpartum women and health care providers, including more racially 
and ethnically diverse samples, as well as providers who identify as men and who have a 
wide range of experiences working with pregnant patients with SUDs.  This dissertation 
study and future studies could inform a provider training program, which could then be 
tested for provider knowledge, bias, and empathy, as well as patient satisfaction. 
Some of the providers talked about the vulnerability of postpartum women in 
recovery, and how this is a time when there are typically fewer services and health care 
offered to the woman, particularly as compared to the regular prenatal care appointments 
she had during pregnancy.  Research has suggested that postpartum relapse rates are high 
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(Forray et al., 2015), necessitating continued support for mothers with SUDs.  An 
exploratory qualitative study with postpartum women and health care providers aiming to 
understand the needs of women during this period would be useful.  Future research 
should also aim to evaluate existing clinics or programs that offer postpartum support to 
women with SUDs with the goal of understanding which aspects lead to continued 
recovery and improved health outcomes for the mother and baby, and why those 
programmatic factors work.   
Further, although the women in this sample did not report difficulties accessing 
prenatal care, it is important to recognize that ease in accessing prenatal care is not the 
case for all pregnant women with SUDs.  While it is known that Black women 
disproportionately experience poor maternal health outcomes (e.g., Creanga et al., 2017), 
less is known about access to prenatal care and outcomes for Black and Latina women 
with SUDs.  It is critical to identify the ways in which pregnant women of color with 
SUDs are disproportionately affected by health inequities in order to formulate optimal 
approaches to alleviate those inequities.   
Finally, although I did not explore it in my findings as it was not directly related 
to my research questions, a number of women in this sample reported difficulties 
accessing SUD treatment as pregnant women.  There is a need for research that seeks to 
assess the extent to which access to SUD treatment is inclusive of pregnant women.  One 
aspect of the study may include assessing the degree to which treatment program 
administrators and staff are knowledgeable about the specific needs of pregnant women, 




 The findings of this study suggest that how we talk about and approach care for 
pregnant women with SUDs is crucial.  The women are well aware of the concerns, 
stigma, and fears people have about them as pregnant women and as mothers.  They tend 
to share those concerns and are entering prenatal care newly motivated and looking for 
clear medical information, devoid of judgment.  Providers can build upon this motivation 
and need for information, rather than avoid the topic or take a negative or judgmental 
approach.  Recognition theory helps us to see how being compassionate and caring does 
not hurt; it helps not only in facilitating trust in the patient-provider relationship, but in 
fostering a more confident sense of self.  Recognition theory also elucidates how this is 
not only an interpersonal issue, but also a matter of social justice given the myriad ways 
that these women have been marginalized and have faced barriers to comprehensive 
treatment and care.  Providers’ recognition of their patients can be deeply impactful, but 
it is only the first step.  A society and health care system that recognizes the women is 
also essential.  As health care providers and social workers, it is our responsibility to 
reflect on our own experiences, biases, assumptions in order to provide a more 
welcoming, accepting environment in which women and their children have better 








Hello!  I'm a doctoral candidate at Boston University School of Social Work.  _____ 
suggested I get in touch with you to see if you might be able to connect me with potential 
participants for my dissertation study. 
 
It's a qualitative interview study titled "Prenatal care for women with SUDs: Perspectives 
of women and health care providers."  
  
I'm interviewing postpartum (6 months or less) women in recovery about their 
experiences receiving prenatal care and their relationships with their providers.  Women 
must have attended at least 4 prenatal care appointments, and were either receiving 
medication-assisted treatment or were misusing substances (excluding tobacco and 
alcohol) during their pregnancy. 
  
I'm also interviewing prenatal care providers (OBs, midwives, family physicians) who 
have cared for a minimum of 1 pregnant woman within the past 2 years who is in 
recovery or actively misusing substances.  I would like to better understand their 
perspectives and experiences in caring for and treating women with SUDs during 
pregnancy.   
  
For both providers and mothers, this consists of a one-time interview lasting 
approximately 1-1.5 hour(s) conducted by me at a location convenient to the 
participant.  Each participant receives a $20 gift card.   
 
I'm attaching a recruitment flyer for postpartum women and a letter for providers with 
more information. 
 
Would you happen to know of anyone who could connect me with potential 
participants?  I greatly appreciate any thoughts or connections you have. 
  
I'm happy to talk by phone if that's easier.  I really appreciate your time and 





Annie Herriott, M.S., MSW 
Doctoral Candidate 
Boston University | School of Social Work 







I’m a researcher 
interested in learning about your experiences receiving prenatal care,  
and about your relationship with your prenatal provider.  The kinds of  
questions I’ll be asking include: 
 
• What did you like about working with your provider? 
• How did your provider talk about your drug use with you? 
• What kinds of questions did you ask your provider? 
 
You may be eligible for this confidential interview study if: 
• You gave birth to a baby within the last 6 months 
• You were taking medications or drugs during your pregnancy such as 
methadone, suboxone, pain medication, cocaine, or heroin  
• You attended at least 4 prenatal care appointments during your 
pregnancy 
 
A gift card will be offered for participating in an interview,  
which will last 1 to 1.5 hours. 
 
This interview study is part of dissertation research being conducted at Boston 
University. 
 
If you are interested in learning more about being interviewed, please contact Annie at  
 
prenatalcarestudy@gmail.com or ______________ at your program.  Thank you! 
	  
Have you had a baby within the past 
six months? 
Were you receiving medication-
assisted treatment or taking drugs 
during your pregnancy? 
 
Did you receive at least 4 prenatal 







Dear Prenatal Healthcare Provider, 
 
I am a doctoral candidate at Boston University’s School of Social Work, and am 
conducting my dissertation study titled “Prenatal care for women with substance use 
disorders: Perspectives of women and healthcare providers.” 
 
The purpose of this study is twofold: 1) to better understand the perspectives and 
experiences of postpartum women with substance use disorders about the prenatal care 
they received while pregnant and 2) to better understand the perspectives and experiences 
of prenatal health care providers in caring for and treating women with substance use 
disorders during pregnancy.  I hope to learn more about the relationships between 
patients and providers, and how best to provide prenatal care for substance dependent 
women. 
 
I am writing to see if you would be willing to participate in this dissertation study.  You 
would be eligible for this study if you: 
• Are a midwife, OB/GYN, or family doctor who has provided prenatal and labor & 
delivery care for women with substance use disorders (a minimum of 1 woman 
with substance use disorder in the past two years) 
 
Participation would include one interview, lasting approximately 1-1.5 hours.  If you are 
interested, we can schedule this interview at the time and location of your convenience.  
A gift card will be offered for participating in the interview. 
 
Some of the topics I’m interested in learning more about include: 
• Talking to patients about recovery and/or treatment 
• Building relationships with patients 
• Training in working with patients with substance use disorders 
 
If you are interested in participating in the study, please contact me at: 
prenatalcarestudy@gmail.com. 










Informed Consent – Mothers 
CONSENT TO PARTICIPATE 
Prenatal Care for Women with Substance Use Disorders: 
Perspectives of Women and Healthcare Providers 
 
Investigator: Anna Herriott, M.S., MSW 
 




I am a student at Boston University School of Social Work.  I am conducting this 
research study as part of the requirements for my doctoral degree.  This research study is 
focused on the experiences of recently-postpartum women with substance use disorders 
and health care providers regarding patient-provider interactions during the prenatal 
period.  I am asking for your voluntary participation in this study.  This form is asking for 
your consent to participate in the study.  If you have any questions about the research or 
any portion of this form, please ask me at any time.   
 
Purpose of this study 
 
The purpose of this study is to better understand the perspectives and experiences of 
recently-postpartum women with substance use disorders about the prenatal care they 
received while pregnant.  We are also interested in learning about the perspectives and 
experiences of prenatal health care providers in caring for and treating women with 
substance use disorders during pregnancy.  We hope to learn more about the interactions 
between patients and providers, and how best to provide prenatal care for women with 




We are asking you to take part in this study because you recently (within the last 6 
months) gave birth to a baby, and because during your pregnancy, you were in treatment 
for substance use disorder and/or you were using/misusing opioids or opioids and other 
substances. 
 






Your participation in this study is completely voluntary.  You may decide to stop 
participating at any time, even if you had agreed earlier to participate.  The services you 
receive at any treatment program and/or your healthcare provider(s) will not in any way 




If you agree to participate, today’s visit will last approximately 1-1.5 hours.  This will be 
the only visit of the study.  You will be interviewed solely by me.  During this time, I will 
ask you questions about the following topics: 
 
• Your pregnancy and substance use history 
• Your prenatal care, including what it was like to work with your prenatal care 
provider(s) 
 
I will also ask you to complete a brief basic information form.  If you do not wish to 
answer any of the questions, you may say so and I will move on. The information 
recorded is confidential and no one else except me will have access to your responses in 
the interview.  
 
Upon completion of the interview, you will receive a gift card in the amount of $20 as a 




There is a risk that you may share confidential information, or that you may feel 
uncomfortable talking about some of the topics brought up.  You do not have to answer 
any questions that you are not comfortable answering, and you may withdraw from the 




There will be no direct benefits from you, but your participation will help us to better 
understand optimal prenatal care, which may benefit other women. 
 
Privacy and Confidentiality 
 
We will not share information about you or your responses to anyone, including 
your healthcare provider(s) or counselor. The information collected will be kept 
private through the use of password protected files, accessible only by the researcher. 
Any information about you will have a number on it instead of your name. Only the 
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researcher will know what your number is. The information will not be shared with or 
given to anyone except members of my dissertation committee.  
 
Exceptions to confidentiality and information sharing 
 
Although these interviews are confidential and materials will not be shared with others 
who are not working on the study, there are exceptions to this rule: 
 
a) The researcher is obligated to report if a person being interviewed is in immediate 
danger of  
harming her/himself or threatens to harm another person, if there is evidence of child 
abuse or neglect, or if there is evidence of elder abuse. If this is a concern, we will inform 
you before making a report.  
b) In addition, the following people or groups may review your study records for 
purposes such as quality control or safety:  
· The researcher and any member of her dissertation committee  
· The Institutional Review Board at BU, which is a group of people who review human 
research studies for safety and protection of people who take part in the studies.  
 
Sharing the Results  
 
Nothing that you tell me today will be shared with anyone and nothing will be attributed 
to you by name. Because this is a doctoral dissertation research study, it is possible that 
the results could be published so that other interested people may learn from the research.  
 
Right to Refuse or Withdraw  
 
You do not have to take part in this research project if you do not wish to do so and 
choosing to participate will not affect any services or treatment you receive. You may 
stop participating in the interview at any time.  If you decide to withdraw from this study, 




If you have questions, you can ask me now or later. If you wish to ask questions later, 
you may contact me or the research supervisor at the following:  
 
Anna Herriott (prenatalcarestudy@gmail.com) or Ruth Paris (rparis@bu.edu), School of 
Social Work, Boston University, Boston, MA 02215  
If you have questions about your rights as a research subject or want to speak with 
someone independent of the research team, you may contact the Boston University IRB 




Statement of Consent  
 
I have read the information in this consent form including risks and possible benefits.  I have 
been given the chance to ask questions.  My questions have been answered to my 
















We would like to audio record you during this study.  If you agree to be audio recorded, it 
will not be possible to identify you in audio recording   Audio recordings will be 
downloaded to a password protected computer file and transcribed by a third party. Only 
the researcher will have access to transcribed interviews. All audio recordings, papers, 
and computer files with your information on them will be destroyed after data analysis is 
completed   
 
Do you agree to let us audio record you during this study? 
 




You may be randomly selected by the researcher to be contacted at a later date to review 
what was discussed in the interview.   
 
Do you agree to let us contact you at a later date? 
 






I have explained the research to the subject and answered all his/her questions.  I will 
















Informed Consent – Providers 
 
CONSENT TO PARTICIPATE 
Prenatal care for women with substance use disorders:  
Perspectives of women and healthcare providers 
Investigator: Anna Herriott, M.S., MSW 
 




I am a student at Boston University School of Social Work.  I am conducting this 
research study as part of the requirements for my doctoral degree.  This research study is 
focused on the experiences of recently-postpartum women with substance use disorders 
and health care providers regarding patient-provider interactions during the prenatal 
period.  I am asking for your voluntary participation in this study.  This form is asking for 
your consent to participate in the study.  If you have any questions about the research or 
any portion of this form, please ask me at any time.   
 
Purpose of this study 
 
The purpose of this study is to better understand the perspectives and experiences of 
recently-postpartum women with substance use disorders about the prenatal care they 
received while pregnant.  We are also interested in learning about the perspectives and 
experiences of prenatal health care providers in caring for and treating women with 
substance use disorders during pregnancy.  We hope to learn more about the interactions 
between patients and providers, and how best to provide prenatal care for women with 




We are asking you to take part in this study because you are a healthcare provider who 
provides prenatal care to women, and you treat patients with substance use disorders 




A total of 15 healthcare providers, including physicians, midwives, and family doctors 




Your participation in this study is completely voluntary.  You may decide to stop 
participating at any time, even if you had agreed earlier to participate.  Your employment 





If you agree to participate, today’s visit will last approximately 1-1.5 hours.  This will be 
the only visit of the study.  You will be interviewed solely by me.  During this time, I will 
ask you questions about the following topics: 
 
• How you go about developing relationships with patients over time 
• What it is like to work with pregnant women with substance use disorders 
 
I will also ask you to complete a brief basic information form.  If you do not wish to 
answer any of the questions, you may say so and I will move on. The information 
recorded is confidential and no one else except me will have access to your responses in 
the interview.  
 
Upon completion of the interview, you will receive a gift card in the amount of $20 as a 




Although this study focuses on personal experiences and perceptions, and not personal 
and confidential information, there is a risk that you may share some of this by chance, or 
that you may feel uncomfortable talking about some of the topics brought up.  You do not 
have to answer any questions that you are not comfortable answering, and you may 




There will be no direct benefits from you, but your participation will help us to better 
understand optimal prenatal care, which may benefit pregnant women and other 
providers. 
 




We will not share information about you or your responses to anyone. The 
information collected will be kept private through the use of password protected files, 
accessible only by the researcher. Any information about you will have a number on it 
instead of your name. Only the researcher will know what your number is. The 
information will not be shared with or given to anyone except members of my 
dissertation committee.  
 
Exceptions to confidentiality and information sharing 
 
Although these interviews are confidential and materials will not be shared with others 
who are not working on the study, there are exceptions to this rule: 
 
c) The researcher is obligated to report if a person being interviewed is in immediate 
danger of  
harming her/himself or threatens to harm another person, if there is evidence of child 
abuse or neglect, or if there is evidence of elder abuse. If this is a concern, we will inform 
you before making a report.  
d) In addition, the following people or groups may review your study records for 
purposes such as quality control or safety:  
· The researcher and any member of her dissertation committee  
· The Institutional Review Board at BU, which is a group of people who review human 
research studies for safety and protection of people who take part in the studies.  
 
Sharing the Results  
 
Nothing that you tell me today will be shared with anyone and nothing will be attributed 
to you by name. Because this is a doctoral dissertation research study, it is possible that 
the results could be published so that other interested people may learn from the research.  
 
Right to Refuse or Withdraw  
 
You do not have to take part in this research project if you do not wish to do so and 
choosing to participate will not affect any services or treatment you receive. You may 
stop participating in the interview at any time.  If you decide to withdraw from this study, 




If you have questions, you can ask me now or later. If you wish to ask questions later, 
you may contact me or the research supervisor at the following:  
 
Anna Herriott (prenatalcarestudy@gmail.com) or Ruth Paris (rparis@bu.edu), School of 
Social Work, Boston University, Boston, MA 02215  
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If you have questions about your rights as a research subject or want to speak with 
someone independent of the research team, you may contact the Boston University IRB 
directly at 617-358-6115. 
 
Statement of Consent  
I have read the information in this consent form including risks and possible benefits.  I have 
been given the chance to ask questions.  My questions have been answered to my 















We would like to audio record you during this study.  If you agree to be audio recorded, it 
will not be possible to identify you in audio recording   Audio recordings will be 
downloaded to a password protected computer file and transcribed. Only the researcher 
will have access to transcribed interviews. All audio recordings, papers, and computer 
files with your information on them will be destroyed after data analysis is completed   
 
Do you agree to let us audio record you during this study? 
 




You may be randomly selected by the researcher to be contacted at a later date to review 
what was discussed in the interview.   
 
Do you agree to let us contact you at a later date? 
 
_________YES  __________NO ____________INITIALS 
 
I have explained the research to the subject and answered all his/her questions.  I will 

















Study ID# ______________________  Date of interview 
____________________ 
 





 Q1. What is your gender 
1 MALE 5 TRANSGENDER MALE TO FEMALE 
2 FEMALE 6 TRANSGENDER FEMALE TO MALE 
3 TRANSGENDER -88 REFUSED 
4 OTHER, specify  
Q2. Are you Hispanic or Latino? 
0 NO (skip to Q3) -88 REFUSED    
1 YES (answer Q2A)   
Q2A. What ethnic group do you consider yourself?  
Please answer yes or no for each of the following. You may say yes to more than 
one.  
 YES NO REFUSED 
CENTRAL AMERICAN 1 0        -88 
CUBAN 1 0        -88 
DOMINICAN 1 0        -88 
MEXICAN 1 0        -88 
PUERTO RICAN 1 0        -88 
SOUTH AMERICAN 1 0        -88 
OTHER, specify_____________________ 1 0        -88 
Q3. What is your race?   
Please answer yes or no for each of the following. You may say yes to more 
than one. 
 YES NO REFUSED 
BLACK OR AFRICAN AMERICAN 1 0       -88 
ASIAN 1 0       -88 
NATIVE HAWAIIAN OR OTHER 
PACIFIC ISLANDER 
1 0       -88 
ALASKA NATIVE 1 0       -88 





Q4. In the past 30 days, where have you been living most of the time?  
SHELTER 
Including: safe havens, transitional living center [TLC], 
Low demand facilities, reception centers, other temporary 
day or evening facility)  
1 
STREET/OUTDOORS  




Including: hospital, nursing home, jail/prison 3 
HOUSED if housed, check appropriate subcategory below 4 
 
OWN/RENT APARTMENT, ROOM, OR 
HOUSE 
1 
SOMEONE ELSE’S APARTMENT, ROOM 
OR HOUSE 
2 
DORMITORY/COLLEGE RESIDENCE  3 
HALFWAY HOUSE  4 
RESIDENTIAL TREATMENT  5 






Q5. How long have you been living there?   








AMERICAN INDIAN 1 0       -88 
OTHER, 
specify_________________________ 
1 0       -88 
Q6. What is your marital status? 
0 NEVER MARRIED 7 DIVORCED – SAME SEX 
1 MARRIED – SAME SEX 8 DIVORCED – OPPOSITE SEX 
2 MARRIED – OPPOSITE SEX 9 WIDOWED – SAME SEX 
3 PARTNERED – SAME SEX 10 WIDOWED – OPPOSITE SEX 
4 PARTNERED – OPPOSITE SEX -77 DK/UNSURE 
5 SEPARATED – SAME SEX -88 REFUSED 




Q12. Highest level of education completed: 
0        Never attended 
1        Up to 12th grade (no H.S. diploma) 
2        H.S. diploma or equivalent 
3        A.A degree 
4        Some college 
5        Bachelor’s degree or higher 
6 Vocational/technical diploma 
 
Q13. Are you currently enrolled in school or a job training program?   
         [If client is incarcerated code Q13 as “not enrolled.”] 









Q14. What has been your employment in the past 6 months?   
         [If more than one kind of employment situation, circle the most common.] 
UNEMPLOYED, NOT LOOKING FOR WORK 
UNEMPLOYED, DISABLED 
UNEMPLOYED, VOLUNTEER WORK 
UNEMPLOYED, RETIRED  
UNEMPLOYED, LOOKING FOR WORK 
EMPLOYED PART TIME 
EMPLOYED FULL TIME (35+ HRS PER WEEK, OR WOULD HAVE 
BEEN) 




Q15. What is your average total family income (this includes others who live with 
you such as your partner or other family members who contribute to rent, bills, 
groceries, etc.) before taxes and from all incomes sources (this includes employment, 
disability, etc.)? 
Q7. Children 
How many children do you have? ____  






1 $10,000 or less 6 $50,001 - $60,000 
2 $10,001 - $20,000 7 $60,001 - $70,000 
3 $20,001 - $30,000 8 $70,001 or higher 
4 $30,001 - $40,000 -77 DK/Unsure    
5 $40,001 - $50,000 -88 Refused 
 
Q16. What is the total number of people who rely on this income (including 
yourself)? 
1 1 4 4 
2 2 5 5 or more 
3 3   
          
Q17. What sources of income contributed to your total family income above? Please 
answer yes or no for each of the following. You may say yes to more than one. 
 YES NO Refused 
Employment 1 0    -88 
Disability 1 0    -88 
Retirement 1 0    -88 
Family and/or Friends 1 0    -88 
Public Assistance (such as food stamps, 
TANF, etc.) 
1 0    -88 







Study ID# ______________________ Date of interview ____________________ 
 
 









 Q1. What is your gender? 
1 MALE 5 TRANSGENDER MALE TO FEMALE 
2 FEMALE 6 TRANSGENDER FEMALE TO MALE 
3 TRANSGENDER -88 REFUSED 
4 OTHER, specify  
Q2. Are you Hispanic or Latino? 
0 NO (skip to Q3) -88 REFUSED    
1 YES (answer Q2A)   
Q2A. What ethnic group do you consider yourself?  
Please answer yes or no for each of the following. You may say yes to more than one.  
 YES NO REFUSED 
CENTRAL AMERICAN 1 0        -88 
CUBAN 1 0        -88 
DOMINICAN 1 0        -88 
MEXICAN 1 0        -88 
PUERTO RICAN 1 0        -88 
SOUTH AMERICAN 1 0        -88 
OTHER, specify_____________________ 1 0        -88 
Q3. What is your race?   
Please answer yes or no for each of the following. You may say yes to more 
than one. 
 YES NO REFUSED 
BLACK OR AFRICAN AMERICAN 1 0       -88 





NATIVE HAWAIIAN OR OTHER 
PACIFIC ISLANDER 
1 0       -88 
ALASKA NATIVE 1 0       -88 
WHITE 1 0       -88 
AMERICAN INDIAN 1 0       -88 
OTHER, 
specify_________________________ 







Thank you again for agreeing to meet with me and talk about your pregnancy experience.  
As I mentioned, I’m interested in your experiences accessing and receiving prenatal care.  
I’ll be asking you some questions about your history of drug use, your pregnancy, and 
your experiences with your prenatal healthcare providers. 
 
Goal: To understand patient-provider relationships between substance dependent 
pregnant women and OB/GYNs 
 
Theme #1 – Substance use history 
 
1. I’d like to start out by hearing about your history of drug use. 
  
i. What has/have been your primary substance(s) of choice? 
 
ii. When did you begin misusing substances/drugs? 
 
iii. Have you ever been in any sort of treatment?  If so, can you tell me 
about your experience in treatment? 
 
Theme #2 – Pregnancy 
 
2.  Now I’d like to hear a little bit about your pregnancy.  How did you find out you 
were pregnant? 
i. What were your initial reactions to becoming pregnant? 
 
ii. Were you using drugs right before or during your pregnancy?  If 
so, what was that like for you? 
 
Theme #3 – Patient-provider relationship 
 
3. I’d like to hear now about the prenatal care you received.  What caused you to 
start seeing your prenatal care provider?   
4. What type of practice did you receive your prenatal care?  (e.g., community health 
center, private practice, large tertiary care like BMC, BI, Brigham, community 
hospital) 
 
5. Did you see the same provider throughout your pregnancy?  If not, what was your 




6. Please tell me about your experiences with prenatal appointments.  What kinds of 
things did you talk about?  How often did you see your provider?   
 
7. How did your provider(s) (refer to provider in terms provided by participant) talk 
about your drug use with you?  Did your provider talk to you about treatment 
options? 
 
8. Would you have liked the topic of your drug use to be addressed differently?  If 
so, how? 
 
9. How did your provider prepare you for labor and delivery? 
 
10. What did you like about working with your provider?   
 
11. What did you wish were different about your provider?  If you could change one 
thing about your provider, what would it be? 
 
12. What do you think your provider thinks of you?  Why do you think that?  What’s 
something you’d like your provider to know about you?  (What do you wish your 
provider knew about you?)  What do you think your provider thinks about your 
substance use?  What about your substance use – do you think he had any 
thoughts about that? 
 
13. How comfortable did you feel asking your provider questions?  What made you 
feel comfortable?/What made you feel uncomfortable? 
 
14. Did you have worries about your baby?  Did you ask those questions?  How was 
it asking those questions?  How did your provider respond to your worries?  Were 
there other things you were worried about? 
 
15. How did your provider talk to you about DCF involvement?  Did you worry about 
DCF involvement and what could happen? 
 
16. How is your provider different from you?  [Probe if necessary: what about age?  
What about gender?  What about race?  Was your provider pregnant?] Are there 
differences that are important to you?   
 
i. How is your provider similar to you?  Are there similarities that are 
important to you? 
17. Do you think your provider or your relationship with your provider has had an 
impact on your recovery at all?  Why or why not? 
18. What was your experience in the hospital like in terms of the providers you 
worked with?  How were the providers who took care of you during delivery?  
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What about after the baby was born?  How were the providers with you and the 
baby? 
 
Theme #4 – Patient’s role in relationship 
 
19. What kinds of questions did you ask your provider? 
 
20. What kinds of things did you do to make sure you were getting good prenatal 
care? 
 
21. What would you do differently in terms of your prenatal care – where you 
received it, how often you received it, who provided it? 
 
22. How easy or difficult was it for you to get prenatal care? If it was difficult, what 
made it difficult?  
 
23. Is there anything that we haven’t talked about that you think is important to 
discuss regarding your prenatal care or your prenatal care provider(s)? 
 






Thank you again for agreeing to meet with me.  As I mentioned, I’m interested in 
learning about your experiences providing care to pregnant women who are substance 
dependent.  I’ll ask you some questions about your approach in providing care throughout 
the pregnancy, and your thoughts on working with patients who are substance dependent. 
 
Goal: To understand patient-provider relationships between substance dependent 
pregnant women and OB/GYNs 
 
Theme #1 – Professional history/background as OB/GYN 
 
1. To start out, I’d like to hear about your professional role.  What is your title and 
what are your duties here at (insert name of clinic/medical practice)?   
 
2. How long have you been doing this work? 
 
Theme #2 – Building relationships with patients 
 
3. How do you typically go about building a relationship with a new patient, and 
how does that develop over time?   
 
4. I’d like to hear about what it means to you to provide the best prenatal care 
possible to your patients.  What are 2-3 specific ways that you ensure a patient is 
receiving the best prenatal care possible?  
 
5. Do you think that patients have a responsibility/role in getting good prenatal care?  
If so, what are their responsibilities? 
 
Theme #3 – Working with substance dependent pregnant women 
 
6. Roughly, what percentage of your patients would you say are in recovery or are 
substance dependent? 
a. How many patients do you think you’ve had contact with over the past 
year where substance misuse is an issue? 
 
7. How do you assess for history of substance use with your patients?  How do you 
approach this conversation? 
 





9. Are there specific things you do to help a woman prepare for labor & delivery 
when she is on medication-assisted treatment (i.e. methadone, Subutex, etc.)?  
How do you talk with her about pain management? 
 
10. Many pregnant women who are substance dependent or in recovery have reported 
being afraid of being reported to DCF and having their baby removed from their 
care.  Do you discuss this with your patients?  If so, how do you start this 
conversation with your patients?   
 
11. What is most challenging about working with women who are substance 
dependent? 
 
12. As patient-provider relationships often have best results when the patient feels 
there is trust in the provider, what are some ways that you go about building trust 
in working specifically with substance dependent women? 
 
13. How do you talk to your patients about recovery and/or treatment?  
 
14. Without providing any identifying information, can you give me an example of a 
pregnant woman you worked with who was substance dependent?  (Probe as 
necessary for how the provider approached caring for the patient, what the 
provider perceived as her/his role throughout, etc.). 
 
15. What do you think about women who are in recovery or who are substance 
dependent as mothers?  
 
16. Do you think your relationships with your patients have any impact on their 
recovery?  If so, how? 
 
17. There has been a lot of media attention and news stories in recent years about 
opioid dependence, and specifically about babies born exposed to opioids.  What 
do you make of these reports?   
 
i. How does media attention impact the work you do? 
 
ii. How consistent are the reports with your professional experience? 
 
iii. Has anything changed in the way that you work with this 
population compared to a few years ago? 
 
Theme #4 – Provider training 
 
18. What kind of training have you had in working with substance dependent 




19. Is there anything that you would like to learn more about?  If so, what?   
 
20. Where do you think the gaps are in your training in this area? 
 
21. Is there anything we haven’t talked about that you think is important to discuss 





Codebook for postpartum women’s data 
Code label Code name Code definition 
Parent node: Demographics   
Demo_MO Demographics 
Participant describes various basic 
information/demographics 
Age_MO Mother's age Participant's age at time of interview 
Homeless_MO Homelessness 
Participant describes being homeless at some 
point during her pregnancy or postpartum. 
BirthTiming_MO Birth timing 
Participant describes the timeline of her child’s 
birth - may include child’s birthdate, birthdate in 
relation to beginning treatment, in relation to 
first seeing prenatal care provider, etc. 
Parent node: Substance use  
SubUse_MO Substance use 
Participant describes various aspects of her 
substance use/misuse 
SUDHx_MO History of SUD 
Participant describes the substances she has 





Participant describes the type of treatment she's 




Participants’ experience of using drugs in an 
ongoing way, including which drugs they were 
using 
AttClean_MO 
Attempting to get 
clean 
Participant describes attempts to get clean, 
experiences in recovery either trying to stop 
using on her own or through treatment 
(outpatient, inpatient, groups) support. 
TxMotv_MO 
Starting treatment - 
motivation 
Participant describes motivation for starting 
treatment - an event, encouragement or 




Participants’ description of how treatment 





Participants’ experiences of beginning 
methadone treatment (i.e where they started it, 
when, how, etc.) 
ContFac_MO Contributing factors  
Participant describes events or people that 








How participants obtained drugs, non-
prescription 





difficulty of getting 
clean 
Participants’ discussion of how hard it is to get 
clean - what skills are needed, existing barriers, 
etc. 
MedTrigger_MO Medical trigger 
Participant describes aspects of medical care that 
are triggering for her in terms of her SUD and 
possible relapse. 
MoreThanAdd_MO 
More than just an 
addict 
Participant talks about being "more than just an 
addict" or "not just an addict" - this may be in 
the context of her interaction with someone else, 




Participant talks about parenting in the context 
of SUDs and being in recovery - experiences 
with her children, feelings, support, etc. 
Parent node: Pregnancy  
Preg_MO Pregnancy 
Parent node for nodes related to participant’s 
pregnancy - general aspects of her pregnancy 
and experience being pregnant. 
FindPreg_MO 
Finding out about 
pregnancy 
Participant describes how she found out about 
her pregnancy. 
ReactPreg_MO 
Reacting to being 
pregnant 
Participants’ reactions to being finding out about 
pregnancy including emotions 
PregBless_MO 
Viewing pregnancy 
as blessing in 
disguise 
Participants expressing that pregnancy was a 
blessing in disguise with regard to their drug 
use, that they might have relapsed or worse had 




during pregnancy - 
unaware 
Participant describes using substances during 
pregnancy (not prescribed), unaware that she 
was pregnant at the time 
SubPregAware_MO 
Using substances 
during pregnancy - 
aware 
Participant describes using substances during 
pregnancy (not prescribed) with the knowledge 





Participant describes being clean during 
pregnancy or during part of her pregnancy - 
what that was like for her, feelings associated 
with being clean during pregnancy, any 
difficulties, etc. 
GuiltPreg_MO 
Feeling guilt during 
pregnancy 
Participant describes feeling guilty as a result of 




Participant describes her process of 
contemplating terminating this pregnancy - why 
she thought about it, steps she took, why she 




Participant discloses spending time in jail at 





Fears related to the pregnancy around medical 






Problems that arose during pregnancy - what 
were they, what feelings were associated with 




Requiring special medical care outside of routine 






Participant’s discussion of what she wanted in 
terms of pain management - whether she wanted 
an epidural, opiates, etc. 
FearBabyDoom_MO 
Fear that baby 
would be "doomed" 
due to SUD 
Participant describes specific fears, grave 
concerns about health and development of baby 
as a result of her drug use while pregnant.  These 
fears may be due to misinformation, or some 
other concerns that her baby would have 




Participant describes needing information during 
her pregnancy - about DCF, NAS, health of the 





Description of how participant heard from 
professionals about potential DCF involvement - 
when they would be contacted, what the 





Description of how participant heard from 
professionals about potential of neonatal 
abstinence syndrome - what the baby might 
experience, how it is treated, etc. 
Research_MO Doing research 
Participant describes doing research during her 
pregnancy on impact of SUD on baby, who the 
best provider might be, etc. - any time of search 
for information that participant did on her own. 
   
OverallPregSUD_MO 
Overall thoughts on 
pregnancy and SUD 
Participant describes general thoughts on 
pregnancy and SUD - not necessarily specific to 
her personal experience, but broader thoughts 
(perhaps perceived societal impressions, etc.) 




Parent node capturing experiences related to 
seeking and receiving SUD treatment in context 
of pregnancy. 
DiffTxPrg_MO 
Being sent to a 
different treatment 
program 
Going to a particular program (detox, hospital, 
etc.) and being sent by staff to another program 
or place due to inability to care for her or 
support her because she is pregnant. 
InelTx_MO 
Being ineligible for 
treatment due to 
pregnancy 
Participants’ experiences of being told they can’t 
stay in particular treatment program or need to 
go somewhere else or can’t be helped because 
they are pregnant 
CntHelpProf_MO 
Receiving messages 
of inability to help 
from professionals 
Participants’ experiences of being told by 
professionals that they can’t help them, mostly 
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Participants’ perceptions of treatment program 
(detox, inpatient, other outpatient) staff being 




Participants’ experiences of having different 






Receiving support from SUD counselor, either 





Participant describes receiving reassurances 
from other professional (non-medical) re: SUD 
and pregnancy and/or recovery.  This 




about drug use by 
professionals 
Experiences of being questioned about drug use 
by professionals - being doubted, professionals 
not believing that participant hadn’t used 
StepsGoodTx_MO 
Taking steps to 
ensure good 
treatment 
Participant describes what she did to access best 




Being on medication-assisted treatment during 
pregnancy (i.e. methadone, subutex, suboxone, 
etc.) - reactions, thoughts about MAT, what her 
experience was like. 
AmbivTx_MO 
Ambivalent 
feelings about SUD 
treatment during 
pregnancy 
Participant describes feeling ambivalent about 
accessing SUD treatment during her pregnancy - 
possibly avoiding it, not wanting to go, but 
eventually going, etc. 
Parent node: Prenatal care and provider 
(general)  
PNCProvGen_MO 
Prenatal care and 
provider - general 
Parent node capturing general experiences 
related to prenatal care and provider (excluding 
specifics about relationships) 
StepsGoodPNC_MO 
Taking steps to 
ensure good 
prenatal care 
Participant’s description of things she did to 
ensure she received good prenatal care. 
EaseAccess_MO 
Ease of accessing 
prenatal care 
Participant describes how easy it was for her to 




Participant describes choosing her prenatal care 
provider because s/he was the same prenatal care 
provider she saw for previous pregnancies. 
FearPNC_MO 
Fear of prenatal 
care 
Participant describes being afraid of or nervous 
so start prenatal care - may include avoiding 
making an appointment. 
StartProv_MO 
Starting to see 
prenatal care 
provider 
How participant began seeing prenatal care 
provider - how she was connected, how she 
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made the initial appointment, how she found 
provider, how far along she was, etc. 
SameProv_MO 
Saw same provider 
throughout 
pregnancy 
Participant indicates that she saw the same 
provider throughout her pregnancy (this may 
include women who saw the same provider 
throughout with the exception of someone filling 






Participant indicates that she saw different 
providers throughout her pregnancy - she was at 
a practice where this was the approach, to see 
whoever at the practice was available for an 
appointment.   
PNCSpecClinic_MO 
Receiving prenatal 
care at specialty 
clinic 
Participant received prenatal care at a clinic 





Participant describes missing prenatal care 
appointments, attending care inconsistently - 
why she did not go, including possible 
avoidance and fears. 
BarriersPNC_MO 
Barriers to prenatal 
care 
Participant describes barriers to receiving 
prenatal care - both external and internal 
barriers. 
TypeProv_MO Type of provider 
Participant indicates what kind of provider she 
saw for PNC - family medicine, OB, midwife, 
etc. 
TypeHosp_MO 
Type of hospital 
where participant 
delivered 
Participant describes the type of hospital where 
she delivered - e.g. large teaching hospital, 
community hospital, etc. 
TypeProvPrac_MO 
Type of provider 
practice 
Participant describes the type of practice her 
provider worked in - e.g. community clinic, 
private practice, etc. 
FreqProv_MO 
Frequency of seeing 
prenatal care 
provider 
Participant describes how often she saw her 






Participant describes what she would have done 
differently in terms of her prenatal care if she 





Participants describes complicated experiences 
in prenatal care, where she could see both sides 
of a situation.  She might initially perceive 
something as negative, but then suggest that she 
could see why it was done that way or why the 
person acted the way they did.  Recognizing 
complexity in interactions, particularly as they 
relate to SUDs and pregnancy. 
NegPastPNC_MO 
Negative PNC 
expereinces in the 
past  
Participant describes negative experiences she 







to prenatal care 
Participant describes a negative experience 
related to her prenatal care - could be with front 
desk staff, hospital, larger medical system - 
general negative experience outside of 
relationship with provider. 
Prenatal care provider - interactions and 
relationship  
PNCProvRel_MO 




Parent node capturing various aspects of 
participant's interactions and relationship with 
her prenatal care provider. 
GetKnowProv_MO 
Getting to know 
prenatal care 
provider 
Getting to know prenatal care provider due to 




substance use or 
history to provider 
Participant describes first disclosing her 
substance use, history, or MAT to prenatal care 
provider.  She describes how she went about 
disclosing this information, including any 
feelings she had before/after. 
ProvRespSUD_MO 
Provider response 
to substance use 
How prenatal care provider responded to 
participant’s disclosure of substance use/misuse 
(either before or during pregnancy) 
NoDiscSUD_MO 
Little to no 
discussion of SUD 
Participant states that she and provider did not 
discuss her SUD - possibly minimal discussion, 
or not discussed at all.  This is despite 
participant disclosing and/or provider being 




Participant’s recollection of questions she asked 
her provider throughout her pregnancy. 
ProvExtra_MO 
Provider going the 
extra mile 
Participants’ descriptions of things prenatal care 
provider did that was above and beyond typical 
duties or “going the extra mile.” 
ProvTxOptions_MO 
Provider discussion 
of treatment options 
Participant’s experience of how provider’s 
involvement in explaining treatment options, 
encouraging treatment, making referrals, etc. 
ProvPride_MO 
Provider expression 
of pride in recovery 
Participant’s experience of her provider letting 
her know that he/she is proud of her regarding 





Participant’s experience of provider 
“normalizing” being in recovery, including 




Participant feeling a sense of confidence in 
terms of her recovery as a result of interaction(s) 
with provider. 
ChngSUD_MO 
Would like change 
in approach to SUD 
Participant expressing that she would have liked 






change in approach 
to SUDs 
Participant expressing that she would not change 





Participant describes what she talked to her 




provider - negative 
Participant describes general negative qualities 
of her prenatal care provider - what she didn't 
like about the provider, negative interactions, 
comments, lack of helpfulness, etc. 
PosQualProv_MO 
Qualities of 
provider - positive 
Participant describes general positive qualities of 
her prenatal care provider - what she appreciated 
about the provider, positive interactions, 





Participant’s experience of being reassured by 
her provider - about her recovery, drug use, 
health, health of the baby, etc. 
WishProvDiff_MO 
Wishing something 
were different about 
provider 
Participant’s description of what she wishes 
were different about her provider, what she 









Participant’s wish of what provider knows about 
her - something provider might not know about 
her that she would like provider to know or 
understand 
JudgedProv_MO 
Feeling judged by 
provider 
Participant's experience of feeling judged by her 
provider. 
NotJudgeProv_MO 
Not feeling judged 
by provider 
Participant’s experiences of not feeling judged 




Participant’s experiences of feeling comfortable 
with her provider - why she felt comfortable, 






Participant’s experience of how her provider 
prepared her for labor and delivery, how 
provider talked about it with her, etc. 
ProvPainMeds_MO 
Provider discussion 
of pain meds 
How the provider talked to the participant about 
pain management and medication in the 
perinatal period. 
NotJustPt_MO 
Being seen as not 
just a patient 
Participant’s experience of provider seeing her 
as “not just a patient” - feeling as though she 




Participant describes being treated as "normal" 
or "like a person" - as opposed to like an 
"addict" or as opposed to being treated 
differently because she is on MAT or has a 




Way provider is 
different 
Participant describes the ways in which her 
provider is different from her. 
ProvSim_MO 
Ways provider is 
similar 
Participant describes the ways in which her 
provider is similar to her. 
ProvWhyTrust_MO Why trust provider 
Participant describes what it was about her 
provider that allowed her to trust him/her - 
qualities, aspects of the relationship that 
facilitated trust. 
ProvRoleRec_MO 
Provider role in 
recovery 
Participant describes the role her provider played 
in her recovery - impact provider had on her 
recovery, how provider talked about or 
encouraged her recovery, etc. 







Parent node capturing participant's experiences, 
interactions, and relationships with other 
medical providers (not prenatal care provider) 
PrevPreg_MO Previous pregnancy 
Participant talks about experiences with 





medical, not main 
provider 
Experience receiving support from helpful 
professional in the medical world (i.e. during 
prenatal care, at hospital, etc.) who was not 
participant's main provider (i.e. not her midwife, 
OB, etc.).  This medical professional could be a 
nurse, social worker, lab technician, etc. How 






Receiving reassurances from other medical 
providers (not primary prenatal care provider): 
Description of ways that other medical providers 
reassured participant during pregnancy (medical-





around other med 
providers 
Participant’s experience of feeling 
uncomfortable around other medical providers 




hospital staff (not 
main prenatal care 
provider) 
Participant describes being at the hospital (at any 
point in her pregnancy or postpartum) and 
receiving rude or unhelpful comments from 
hospital staff - nurses, reception, doctors, etc. 
JudgedOtherProv_MO 
Feeling judged by 
other medical 
providers (not main 
prenatal care 
provider) 
Participant describes experiences of feeling 
judged by other medical providers (i.e. nurses at 
hospital, other doctors at hospital, etc.) during 






other medical staff 
Participant describes positive experiences with 
other medical staff (not main prenatal care 
provider) - may be other staff at clinic or 





other medical staff 
Participant describes negative experiences with 
other medical staff (not main prenatal care 
provider) - may be other staff at clinic or 
hospital including nurses, reception, social 
workers, etc. 
AttChngOtherProv_MO 
Attitude change - 
other provider 
Participant describes her perception of how a 
provider’s attitude towards her shifted or 
changed once they realized she had SUD.  
Focused on nurses, providers other than primary 
prenatal care provider. 
Delivery and PP 





Parent node capturing general experiences 
related to participant's delivery and postpartum 
experience, mostly in the hospital. Includes care 
for baby, NAS, etc. 
PainMeds_MO Pain medication 
Participant describes receiving pain medication 
during the delivery/pp period - her feelings 
about it, conversations with providers about it, 
etc. 
BabyNAS_MO Baby NAS 
Participant describes experiences of baby going 
through NAS - information she received about it 
at the time, how she was feeling, who supported 
her, etc. 




Participant describes her experiences with DCF - 
during pregnancy and postpartum. 
LoseCust_MO 
Losing custody of 
child 
Participants’ experience of losing custody of her 
child  
Parent node: 




Parent node capturing participant's experiences 
with providers (including that are suggestive of 
Honneth's recognition theory - 





recognition - self 
confidence 
Participant describes interaction with provider 
that suggests the presence of Honneth's sphere: 
affective recognition.  This is grounded in 
intimate relationships, but the overall outcome is 
self-confidence.  Participant describes provider 
showing some kind of affection (verbally or 
otherwise) or emotional support and/or describes 
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Participant describes interaction with provider 
that suggests the absence of the affective 
recognition sphere - no affection, no emotional 
support, or care leading to lack of self-
confidence 
RightsRecPres_MO 




Participant describes interaction with provider 
that suggests the presence of Honneth's sphere: 
rights and legal recognition.  May include 
recognition of self (based on interaction, or 
provider recognizes participant) as equal to 
others and deserving of self-respect. 
RightsRecAbs_MO 




Participant describes interaction with provider 
that suggests the absence of Honneth's sphere: 
rights and legal recognition.  May include lack 
of recognition of self (based on interaction, or 
provider recognizes participant) as equal to 






Participant describes interaction with provider 
that suggests the presence of Honneth's sphere: 
achievement recognition.  This may include 
recognition of participant's achievements and 
accomplishments - typically economic (job-
related) but here include achievements in 
recovery - and their value to society.  Participant 
may describe the interaction or relationship as 






Participant describes interaction with provider 
that suggests the absence of Honneth's sphere: 
achievement recognition.  This may include lack 
of recognition of participant's achievements and 
accomplishments - typically economic (job-
related) but here include achievements in 
recovery - and their value to society.  Participant 
may describe the interaction or relationship as 
contributing to her lack of self-esteem. 
Parent node: 
Intersectionality   
Intersect_MO Intersectionality 
Parent node capturing expereinces related to 
intersectionality - oppression or microaggression 
relationed to intersection of participant's 
identities of race, class, and/or gender. 





Participant describes an experience where she 
advocated for herself - during pregnancy, or at 







Codebook for provider data 
Code label Code name Code definition 
Parent node: Substance use  
SubUse_PR Substance use 
Parent node - Participant talks about 
substance use in the context of her patient 
population, including the types of 
substances being misused by patients in 
her work, specifics about various types of 
substances and how common they are, etc. 
PercentPtSUD_PR 
Percentage of patients 
with SUDs 
Participant provides the percentage of 
patients she sees who have an SUD, who 
are in recovery - including currently and 
within the past 2 years. 
TypeSubstances_PR Type of substances 
Participant talks about the types of 
substances her patients typically use - their 
substances of choice, which substances 





Participant discusses MAT during 
pregnancy - how it affects her work, 
impact on pregnancy, how patients 
respond to it, etc. 
Opiates_PR Opiates 
Participant talks specifically about patients 
with OUD or about the opioid crisis in 
general and how that has impacted her 
work. 
Marijuana_PR Marijuana 
Participant discusses marijuana use among 
her patients - how often she sees it, how 
she responds to patients who use it, etc. 
OverallSUD_PR Overall thoughts on SUD 
Participant describes her thinking on 
SUDs/addiction - how she frames it in her 
work, how she thinks about it medically 
and otherwise. 
ThoughtsSUDPreg_PR 
Overall thoughts on 
SUDs and pregnancy 
Participant describes her thoughts on 
SUDs in the context of pregnancy. 
ThoughtsParentSUD_PR 
Thoughts on parenting 
with SUD 
Participant discusses her thoughts on 
parenting in the context of SUDs - how 
patients are able to care for their babies or 
not, their capabilities, needs, etc. 
TraumaSUD_PR Trauma and SUD 
Participant discusses the intersection of 
trauma and SUD, how that impacts her 
patients, how she thinks about trauma, 
responds to it, etc. 
MHSUD_PR Mental health and SUD 
Participant talks about co-morbidity of 
mental illness and SUD - from a policy 
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standpoint, what she’s seen in her work, 
how she approaches MH concerns with her 
patients, etc. 
ReduceStigma_PR Reducing stigma 
Participant talks about the importance of 
reducing stigma with this patient 
population - her role in doing so, how she 
see this occurring broadly, what she thinks 
is necessary, etc. 
Parent node: Prenatal care (general)  
PNCGen_PR Prenatal care - general 
Parent node capturing general information 
about participants' work (excluding 
specifics about relationships), including 
the type of practice, hospital, previous 
work experience, etc. 
TypeProv_PR Type of provider 
Provider indicates what type of provider 
she is (i.e. OBGYN, CNM, etc.) 
TypePrac_PR Type of practice 
Participant describes the practice where 
she works - private practice, outpatient 




Participant describes the professional 
responsibilities included in her job - her 
tasks, the kind of work she does, what she 
is responsible for, etc. 
TimeWork_PR 
How long provider has 
been working 
Participant describes the length of her 
career so far in the medical field. 
PeriExp_PR 
Experience working in 
perinatal care 
Participant describes past experiences 
working in perinatal care, what she’s 
learned, what she’s seen, etc. This includes 
all perinatal care (pregnancy, postpartum), 
not limited to intersection with SUDs. 
PeriSUDExp_PR 
Experiences working in 
perinatal SUD care 
Participant describes past experiences 
working with pregnant and postpartum 
women with SUDs and their babies. 
SpecClinic_PR 
Specialty PNC clinic for 
SUD 
Participant discusses specialty prenatal 
care clinics for women with SUDs.  This 
includes participant working closely with 
one (but not in one), her thoughts on how 
necessary they are, referring patients to 
one, etc. 
TrainingSUD_PR Training in SUD 
Participant discusses whether or not she’s 
had training in SUDs, what kind of 
training she’s had, how much, etc. 
GapTrain_PR Gaps in training 
Participant discusses gaps in her training - 
what she would like to learn more about, 
what she thinks has been lacking in her 
education related to this population. 





Prenatal care and 
patient - interactions 
and relationship 
Parent node capturing various aspects of 
participant's interactions and relationship 
with her patients. 
DevRel_PR 
Overall development of 
relationship 
Participant describes how she goes about 
developing relationships with her patients, 
not necessarily specific to patients with 
SUDs.  
Trust_PR Trust 
Participant talks about the importance of 
trust in the patient-provider relationship - 
building trust, what it leads to when trust 
is present, how it may be broken, etc. 
PtRelapse_PR Patient relapse 
Participant discusses a patient’s relapse - 
what precipitated it, how it was disclosed, 
how the participant responded, etc. 
ImpQual_PR Important qualities 
Participant describes qualities that she 
thinks are important as a prenatal care 
provider in relationship and interaction 
with her patients.  May include personality 
traits, types of behaviors, ways of 
thinking, etc. 
AssessSUD_PR Assessment of SUD 
Participant describes how she/her 
clinic/practice approaches assessing for 
SUD.  What the procedure is, who does it, 
how patients respond, etc. 
ConvoSUD_PR Conversation about SUD 
Participant describes how she approaches 
conversations with patients about their 
substance use or history - how she 
approaches it initially, as well as ongoing, 
including how patients respond over time. 
PNCGoals_PR Goals of prenatal care 
Participant describes what she sees as the 
goals of providing prenatal care - what she 
emphasizes with her patients, what she 
focuses on, etc. 
PrRolePNC_PR 
Providers’ role in 
prenatal care 
Participant describes how she views her 
role in prenatal care - what her 
responsibilities are, her approach/view of 
prenatal care, etc. 
PtRolePNC_PR 
Patients’ role in prenatal 
care 
Participant talks about the patients’ role in 
her prenatal care - what her responsibilities 
are, what her role looks like, etc. 
Compassion_PR Compassion 
Participant talks about the role that 
compassion plays in her work - how she 
takes a compassionate approach with 
patients, how she thinks about SUDs and 
pregnancy in a compassionate way, etc. 
PtSocial_PR Patients’ social concerns 
Participant discusses social concerns she’s 
encountered with patients such as lack of 




DCF_PR Child protective services 
Participant talks about child protective 
services/DCF - how she approaches that 
conversation with patients, how they 
respond, who files, etc. 
ProvTxOptions_PR 
Providers’ discussion of 
treatment options 
Participant describes how involved she is 
in providing treatment options for patients 
- if/how she approaches this with patients, 
what sort of follow-up she provides, etc. 
ProvInfo_PR Providing information 
Participant talks about how she provides 
information to patients about preparing for 
pregnancy, delivery, DCF, NAS, etc. - 
importance of being thorough and truthful 
and providing information with the goal of 
preparation. 
ToxScreen_PR Toxicology screen 
Participant talks about conducting 
toxicology screens on patients - the 
necessity of doing them, how she decides 
to do one, when, how she approaches it 
with patients, her overall feelings on them. 
ImpactRec_PR Impact on recovery 
Participant discusses if/how she believes 
she has an impact on her patients’ 
recovery. 
HarmReduc_PR Harm reduction 
Participant describes how she approaches 
harm reduction with her patients - not 
necessarily suggesting or even 
encouraging abstinence but rather cutting 
down or taking steps to be safer and/or 
healthier for patient and the baby. 
Efforts_PR Provider efforts 
Participant talks about efforts (“above and 
beyond”) that she and her team have made 
for patients, including calling treatment 
programs to get a slot, providing 
resources, connecting to MH services, etc. 
PtShame_PR Patient shame 
Participant describes her experiences 
witnessing patients’ shame - how they 
expressed it, how she knew they were 
feeling shame about their SUD and 
pregnancy, how she responded to it. 
Case_PR Case example 
Participant describes an example of a case, 
or patient - patient’s background, how 
participant approached treatment, 
conversations, etc. 
TreatNormal_PR 
Treat patients with SUDs 
as "normal" 
Participant describes treating patients with 
SUDs as "normal" or "like a person" - as 
opposed to like an "addict" or as opposed 
to treat differently because she is on MAT 
or has a history of SUD. 
Screen_PR Screening 
Participants describe policy or thoughts 




Participant discusses thoughts or policies 
related to neonatal abstinence syndrome, 
including how her practice/hospital 
approaches it, patients’ experiences with 
NAS, how she talks to patients about 
NAS, etc.  
PainMeds_PR Pain medication 
Participant talks about pain medication for 
patients - her own prescribing practices, 
how she talks to patients about pain 
management, hospital policies around pain 
med prescribing, etc. 
Challenges_PR Challenges 
Participant talks about challenges in the 
work - difficulties that arise with patients, 
how she handles those difficulties, 
frustrations she has, etc. 
PosWork_PR 
Positive aspects of the 
work 
Participant describes what she sees as the 
positive aspects of her work and the work 
that patients in recovery are doing, 
including witnessing their motivation, 
empowerment, etc.    




providers - interactions 
and relationships 
Parent node capturing participant's 
reflections on other medical providers with 
regard to patients' experiences, 
interactions, and relationships  
RoleSW_PR Role of social workers 
Participant talks about the role of social 
workers in her practice/hospital - when 
they are called to consult, how they 
interact with patients, how they work with 
providers, etc. 
PosExpOther_PR 
Positive experience - 
other provider 
Participant talks about patient’s positive 
experiences with another provider - either 
via hearing about it from patient directly, 
or receiving positive feedback about a 
colleague, etc. 
Judgement_PR Judgement  
Participant describes her perception of 
patients' experiences being judged, 
including talking about judgement in a 
more abstract way, colleagues or others 
being judgemental of patients with SUDs, 
how participant responds to patients 
feeling judged, etc.  This may include 
patients relaying these experiences to her, 





Participant talks about the extent to which 
she communicates with patients’ other 
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providers, such as MAT-prescriber, 
psychiatrist, etc. 
Parent node: 
Intersectionality   
Intersect_PR Intersectionality 
Participant speaks to role of intersection of 
race, class, and gender in her work.  This 
may include her own experiences with 
patients, beliefs, policies, etc. 
Parent node: 
Recognition theory    
RecTheory_PR Recognition theory 
Parent node capturing participant's 
experiences with patients that are 
suggestive of Honneth's recognition theory 
- acknowledgement of the person's value 
and dignity 
AffRecPres_PR 
Presence of affective 
recognition - self 
confidence 
Participant describes interaction with 
patient or overall approach that suggests 
the presence of Honneth's sphere: affective 
recognition.  This is grounded in intimate 
relationships, but the overall outcome is 
self-confidence.  Participant describes 
showing some kind of affection (verbally 
or otherwise) or emotional support and/or 
describes an interaction that leads to 
patient feeling more self-confident. 
AffRecAbs_PR 
Absence of affective 
recognition - self-
confidence 
Participant describes interaction with 
patient or overall approach that suggests 
the absence of the affective recognition 
sphere - no affection, no emotional 
support, or care leading to lack of self-
confidence. This includes relaying patient 
experience with another provider. 
RightsRecPres_PR 
Presence of rights and 
legal recognition - self-
respect 
Participant describes interaction with 
patient or overall approach that suggests 
the presence of Honneth's sphere: rights 
and legal recognition.  May include 
recognition of self (based on interaction, 
or provider recognizes patient) as equal to 
others and deserving of self-respect. 
RightsRecAbs_PR 
Absence of rights and 
legal recognition - self-
respect 
Participant describes interaction with 
patient or overall approach that suggests 
the absence of Honneth's sphere: rights 
and legal recognition.  May include lack of 
recognition of self (based on interaction, 
or provider recognizes patient) as equal to 
others and deserving of self-respect. This 
includes relaying patient experience with 
another provider. 
AchieveRecPres_PR 
Presence of achievement 
recognition - self-esteem 
Participant describes interaction with 
patient or overall approach that suggests 
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the presence of Honneth's sphere: 
achievement recognition.  This may 
include recognition of patient's 
achievements and accomplishments - 
typically economic (job-related) but here 
include achievements in recovery - and 
their value to society.  Outcome related to 
contribution to self-esteem. 
AchieveRecAbs_PR 
Absence of achievement 
recognition - self-esteem 
Participant describes interaction with 
patient or overall approach that suggests 
the absence of Honneth's sphere: 
achievement recognition.  This may 
include lack of recognition of patient's 
achievements and accomplishments - 
typically economic (job-related) but here 
include achievements in recovery - and 
their value to society.  Related to lack of 
self-esteem. This includes relaying patient 
experience with another provider. 
Parent node: Macro   
Macro_PR Macro 
Parent node capturing participants' 
reflections on PNC and SUD at the macro 
level, including heathcare systems, media, 
and policy.   
Systems_PR Systems 
Participant discusses challenges within the 
medical system that make it difficult to 
provide optimal care for patients with 
SUDs.  These include challenges or areas 
of need within their own hospitals, within 
the larger medical system, 
national/state/local policy, etc. 
PolicyInterests_PR Policy interests 
Participant describes interests in policy 
related to perinatal health and SUDs.  This 
may include state or federal policy, as well 
as hospital/systems-level policy.    
Media_PR Media 
Participant discusses her response to 
media stories about parenting and 
pregnancy in the context of SUDs, NAS, 
babies born exposed to substances, etc. 
Access_PR Access to care 
Participant discusses issues around access 
to care for patients - access to treatment 
programs, difficulties that she and patients 
encounter. 
Awareness_PR Benefit of awareness 
Participant talks about the benefits of more 
recent attention and awareness to the 
problem of SUD - at a societal level, what 
that has meant for her as a provider, at a 





Table 4: Main recognition theory findings 




Postpartum women Caring, supportive 
relationships lead to 
increased 
comfort/engagement 
in prenatal care and 
feelings of confidence.  
This includes an 
overall recognition of 
their personhood and 
worth – “being treated 
like a person.” 
Having autonomy 
and the ability to 
make decisions 
about her health 
care – options 
presented without 
provider bias – 
facilitated a sense 
of respect in the 
relationship. 
Hearing that their 
provider is proud 








talked about how 
their providers 
recognized them 
as a “good 
mother.” 
Traits that facilitate 
connection/engagement 
in the relationship 
• Nonjudgmental 







Providers Acknowledging the 
patient’s individuality 
and giving her space 
allows for 
development of 
relationship over time 
Patient-provider 






what to do.  They 
respect patient 
autonomy, even 
against their own 
medical opinions.   
Acknowledging 
the patient’s 
strength in being 
in recovery and 
attending prenatal 
care appointments. 
Traits that facilitate 
connection/trust 
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